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N an earlier paper’ preliminary ob- 

servations were reported suggesting 
that those previously immunized would 
respond quickly to a single injection of 
either fluid or alum-precipitated diph- 
theria toxoid. It was felt that this ob- 
servation might be of value to the 
health officer faced with an epidemic of 
diphtheria in a partially immunized 
community. He might be well advised 
to give a single injection of fluid or 
alum-precipitated toxoid to all those 
with a history of previous diphtheria 
immunization. This study was designed 
to give more conclusive evidence on the 
quickness of the response of previously 
immunized children and to determine 
whether there was any difference in the 
quickness of the response following fluid 


* Presented before the Diphtheria Committee of the 
American Public Health Association at the Seventy- 
first Annual Meeting in St. Louis, Mo., October 26, 
194? 


as compared with alum-precipitated 


toxoid. 


METHODS 
The antitoxin content of the blood of 
the children was determined just before 
giving the reimmunization injection and 
at 5 and 10 days after the injections. 
A control group of children with no 
history of previous immunizations were 
also studied. The reimmunizing injec- 
tions were 0.5 ml. of fluid or alum- 
precipitated toxoid, because an earlier 
study * had shown that either of these 
procedures was safe and effective in 
routine reimmunization. The toxoids, 
the method of bleeding, and the method 
of antitoxin titration, were the same as 
used in a previous study.* 


RESULTS 
The total number of children with a 
history of previous immunization in- 
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TABLE 1 
Dates of Original Immunization 
"33 "34 "35 "36 
No. in Group 5 1 13 0 23 


Total No 


TABLE 2 
Age Distribution at Time of Primary and Reimmunization 


Agein Years > 1 2 


No. in Group 


Primary 


Reimmunization Immunization 


No. Reimmunized with 0.5 
ml. Alum-precipitated 
Toxoid 


No. Reimmunized with 0.5 
ml. Fluid Toxoid 


tM 


TABLE 3 


Antitoxin Response in a Previously Immunized and in @ Non-Immunized Group of Children 
After Receiving Fluid and Alum-Precipitated Toxoid 


Days after Reimmunization 


5 Days 10 Days 
Less 0.001 0.01 0.1 No. Less 0.001 0.01 0.11 
Immunization | Reimmunization than or or or of than or or of 
Procedure Procedure Cases 0.001 More More More Cases .001 More More Mor 


1 Injection No. 
0.5 ml. Fluid Toxoid 7) 
Unsatisfactory | | Injection No. 
(One Dose of | 0.5 ml. A.P. Toxoid %o 


Fluid Toxoid) t Injection 0.5 mi. 


Fluid or A.P. Toxoid 
Not Reimmunized 


| 1 Injection 


Satisfactory | 0.5 ml. Fluid Toxoid 


(Two Doses or 
1 Injection 


more of Fluid 0.5 ml. A.P. Toxoid 
or one or more 
of A.P. Toxoid) | ! Injection of 0.5 

ml. Fl. or A.P. Toxoid 
One Injection Not Reimmunized 
1 ml. A.P. Tox 


1 Injection 

0.5 ml. Fluid Toxoid 
1 Injection 

0.5 ml. A.P. Toxoid 
1 Injection 0.5 ml. 
Fluid or A.P. Toxoid 


Satistactory 


1 Injection 
and 0.5 ml. Fluid Toxoid 
More | Setisfactery 1 Injection 
Phan 0.5 ml. A.P. Toxoid 
0.001 1 Injection 0.5 ml. 
Unit Fluid or A.P. Toxoid 


Less 
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FLUID AND ALUM-PRECIPITATED ToxoIpD 


cluded in the study was 112. The date 
of their previous immunization experi- 
ence is given in Table 1. 

The age distribution of the children 
at the time of their primary immuniza- 
tion and of their reimmunization is 
given in Table 2. 

It can be seen that most of the chil- 
dren were 6-9 years of age at the time 
of primary immunization and were re- 
immunized approximately 4 years later. 

The results of the reimmunization are 
summarized, and compared with the 
response to primary immunization, in 
Table 3. 

It can be seen that of 98 children 
who had previously received a complete 
immunizing treatment with fluid or 
alum-precipitated toxoid, and of whom 
57 or approximately half had less than 
0.001 unit of antitoxin at the time of 
reimmunization, the injection of 0.5 ml. 
of fluid or alum-precipitated toxoid re- 
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sulted in 97 per cent of the children 
developing 0.001 unit or more within 
10 days. Moreover 96 per cent of the 
57 children with less than 0.001 unit at 
the time of reimmunization developed 
0.001 unit or more in 10 days. This 
quick response in a high percentage of 
previously immunized children is in 
marked contrast to the response of 87 
children with no history of previous im- 
munization and less than 0.001 unit. 
Only 25 per cent of these developed 
0.001 unit within 10 days of similar 0.5 
ml. injections of fluid or alum-precipi- 
tated toxoid. 

There ‘is also a suggestion in Table 3 
that fluid toxoid is just as effective as 
alum-precipitated toxoid in bringing 
about a quick response in those previ- 
ously immunized. This is in sharp con- 
trast with the greater effectiveness of 
alum-precipitated toxoid in primary 
immunization. 


Vif 
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Cuart 1—Comparison of antitoxin response at the end of five and ten days to a single 
injection of fluid or alum-precipitated toxoid in a group not previously immunized 
and in a group which previously received a satisfactory immunization 

(Two or more doses of fluid or one or more doses of A. P. Toxoid) 
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The results in Table 3 showing the more within 5 days as contrasted with 
response after reimmunization of those not over 3 per cent in those tested afte 
who had received satisfactory primary primary immunization. 
immunization are presented diagramati- The influence of the nature of the 
cally in Chart 1. The difference in the primary immunization on the reimmuni- 
rapidity of response between those with zation response is evaluated in Table 4 
and those without primary immuniza- Although the numbers studied are 
tion and having lesS than 0.001 unit at small it would appear that if at least 
the time of injection is readily apparent. one injection of alum-precipitated toxoid 

At least 59 per cent of those previ- or 2 injections of fluid toxoid are given 
ously immunized have increased from in primary immunization a quick re- 
less than 0.001 unit to 0.001 unit or sponse will result in reimmunization of 


TABLE 4 
Antitoxin Response in a Previously Immunized and in a Non-Immunized Group of Children 
After Receiving Fluid and Alum-Precipitated Toxoid 
(All Cases Having Less Than 0.001 Unit of Antitoxin at Time of Reimmunization 


Days efter Reimmunization 


5 Days 10 Da 

Less 0.001 0.01 0.1 No. Less 0.001 
Immunization Reimmunization No.of than or or oF of than or r 
Procedure Procedure Cases 0.001 More More More Cases .001 More Mor 


3 


Injection N 4 
).5 ml. Fluid Toxoid 


| Injection 
Injec ton ml. A.P. Toxoid 
ml. Fluid Toxoid 
(1 Injection of 0.5 ml 
Fl. or A.P. Tox.) Total 


Not Reimmunized 


| | Injection 


| ).§ ml. Fluid Toxoid 


L. Injection 

ml. A.P. Toxoid 
(1 Injection of 0.5 ml 


Fl. or A.P. Tox.) Total 
| Not Reimmunized 


! 1 Injection 
0.5 ml. Fluid Toxoid 
l Injec tion 
| 0.5 ml. A.P. Toxoid 
ml. Fluid Toxoid | (1 Injection of 0.5 ml. 
| Fl. or A.P. Tox.) Total 
Not Reimmunized 

| 


| 1 Injection 
| 0.5 ml. Fluid Toxoid 

Injection 
Injection 0.5 ml. 4.P. Toxoid 


=. AP. Teale (1 Injection of 0.5 ml. 


Fl. or A.P. Tox.) Total 
Not Reimmunized 


Total 
Reimmunized 
Total 

Not Reimmunized 


No. 6 5 I 4 3 i 
l 
1 
No. 10 6 4 1 l . 4 4 
60 40 10 10 3 
Pe No. 34 33 1 1 130 113 17 
97 87 13 4 
7 
No. 11 7 4 9 9 . j 
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No. 19 19 87 65 22 16 
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No. 53 52 l l 217 178 39 
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TABLE 5 


Responses at Various Intervals Between Original Immunisation and Reimmunization 


1 Year 


Titer at 
Reimmuni- 
zation 


Less Than 
0.001 


Titration 
Intervals 
5 Days 
10 Days 
Days c 
Days 


| == No. of Cases 
Less Than 0.001 


More Than 
0.001 


| 


Less Than 
0.001 


Days 

Days 

| More Than 
0.001 


Days 
Days 


Titer at 
Reimmuni- 
zation 
Less Than 

0.001 


Titration 
Intervals 
5 Days 
10 Days 


“ & No. of Cases 
w Less Than 0.001 


5 Days 
10 Days 


More Than 
0.001 

Than 
0.001 


| 


i More Than 
“0.001 


10 Days 


children with less than 0.001 unit at 
the time. 

One important question is, “ How 
long after primary immunization will 
children respond quickly to a single 0.5 
ml. injection of fluid or alum-precipi- 
tated toxoid?” The results are analyzed 
with this in mind in Table 5. 

Here again the figures in each group 
are small but there is no indication of 
a falling off in responsiveness after 5 
years even in those children with less 
than 0.001 unit of antitoxin at the time 
of reimmunization. 


DISCUSSION 
It would seem reasonable in the light 
of these results to advise giving a single 


0.001 or More 


“== 0.001 or More 


3 Years 


2 Years 


Less Than 0.001 
0.001 or More 
0.01 or More 
0.1 or More 
0.001 or More 


0.01 or More 


un Less Than 0.001 


| wow No. of Cases 
= 


Years 


Less Than 0.001 
0.1 or More 


o 0.001 or More 
Less Than 0.0 


© © No. of Cases 
~ 0.01 or More 

we w No. of Cases 
— 0.001 or More 
~ 0.01 or More 


n= | 0.1 or More 


ww 


0.5 ml. injection to all previously im- 
munized children when faced with a 
possible diphtheria epidemic in a com- 
munity either partially or fairly com- 
pletely immunized. One would expect 
this procedure to result in the develop- 
ing within 10 days of adequate im- 
munity in at least 95 per cent of those 
whose primary stimulation was given 
less than 6 years before. Responsiveness 
to reimmunization may very well last 
longer than 6 years, but this study 
reports no data on this point. 

This procedure may result in the sav- 
ing of time and money in the control of 
an epidemic such as that reported by 
Turner* where the giving of prophy- 
lactic antitoxin to all contacts had to 
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be resorted to, and where diphtheria 
persisted over a 26 day period and 
cases developed in previously immu- 
nized children. 

The children receiving the reimmu- 
nizing injection will have an increase in 
their antitoxin titer which will protect 
them for a long time—a decided ad- 
vantage over the use of prophylactic 
antitoxin which protects for only a few 
days and moreover may sensitize the 
child so as to make subsequent injec- 
tions of any antitoxin of horse origin 
difficult if not dangerous. 


SUMMARY 

At least 97 per cent of a group of 98 
previously immunized children receiving 
a reimmunizing injection of 0.5 ml. of 
fluid or alum-precipitated diphtheria 
toxoid developed 0.001 unit or more 
diphtheria per ml. of serum within 10 
days. At least 74 per cent developed 
0.001 unit or more within 5 days. 
Moreover, at least 94 per cent developed 
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0.01 unit or more and 88 per cent de. 
veloped 0.1 unit or more within 10 days. 
Consequently this reimmunizing proce- 
dure is recommended for use in the face 
of a threatening diphtheria epidemic 
for protection of previously immunized 
children. 
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Public Health Implications in 
City and Regional Planning” 


HARLAND BARTHOLOMEW 


Engineer, City Plan Commission, St Louis, Mo. 


B’ city and regional planning we 
seek to control the design and 
arrangement of the city for conveni- 
ence, safety, and maximum possible 
satisfactory living conditions. Three 
levels of planning are involved: the city 
or region, the neighborhood, and the 
relationships of individual structures. 

There are public health implications 
in planning at each of these levels. 
[here is need for open spaces to break 
up excessive continuity of building 
masses. There is need for open spaces 
for recreation, both active and passive. 
There is need for orderly arrangement 
to reduce fatigue caused by undue loss 
of time in travel between home and 
work, to reduce congestion and con- 
fusion in transportation, and to reduce 
accident hazards. There is need for 
good neighborhood environment with 
freedom from the noises, odors, and 
traffic of commerce and industry, and 
with opportunity for recreation for dif- 
ferent age groups and for normal com- 
munity life. There is need for sufficient 
open space between buildings to permit 
adequate light and air to encourage 
rest and normal family life. 

These are city and regional planning 
matters because they cannot be secured 
and permanently preserved by the in- 
dividual at any cost. They are inade- 
quately provided for in cities today 
because of haphazard growth prior to 
the advent of city and regional plan- 


* Presented before the Engineering Section of the 
American Public Health Association at the Seventy-first 
Annual Meeting in St. Louis, Mo., October 27, 1942. 
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ning, and because they will not be 
provided voluntarily by traditional 
speculative building processes that fur- 
nish about 90 per cent of our dwelling 
construction. 

From the planning viewpoint, these 
objectives are matters more or less di- 
rectly related to public health because 
they reduce the danger of transmission 
of disease and of accident, because more 
light, air, and recreation afford oppor- 
tunity for energy building resistance to 
disease, because noise, crowding and 
congestion produce nervous strain, and 
because pleasant living conditions are 
less productive of emotional disorders. 

If we could design and build a 
modern city today with a completely 
fresh start, its design and character 
would be radically different from the 
cities we now know. We are greatly 
handicapped in modern city and re- 
gional planning with having to deal 
with such vast areas of haphazard urban 
growth. It is infinitely more difficult to 
replan than to plan anew. An even 
greater handicap is the inability of gov- 
ernment to anticipate changing condi- 
tions and to provide quickly the controls 
needed. You who are engaged in public 
health activities are well aware of this 
situation. 

Since planning activity is directed 
both to the correction of mistakes in 
past development and to the control of 
new development, the character and 
effectiveness of planning in each of 
these categories are markedly different 
in degree. 
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Planning is but one of several forms 
of administrative activity directed to 
raising the standards of public health. 
Hence, in that which follows, there is 
no attempt to appraise the specific 
health value of planning actions. There 
are described certain activities which 
those engaged in planning believe have 
certain relation to or implications in 
public health. If you who are best 
qualified to judge agree that these im- 
plications are tenable, this paper will 
not have been prepared in vain. 

The legal recognition of health impli- 
cations in city planning is found in the 
Standard City Planning Enabling Act 
published by the U. S. Department of 
Commerce in 1928, and which has now 
been adopted and is in effect in approxi- 
mately one-half of the states of the 
Union. In this act it is provided: 


“ Sec. 7. Purposes in View. In the prepara- 
tion of such (city) plan the commission shall 
make careful and comprehensive surveys and 
studies of present conditions and future 
growth of the municipality and with due 
regard to its relation to neighboring territory. 
The plan shall be made with the general pur- 
pose of guiding and accomplishing a codrdi- 
nated, adjusted, and harmonious development 
of the municipality and its environs which 
will, in accordance with present and future 
needs, best promote health, safety, morals, 
order, convenience, prosperity, and general 
welfare, as well as efficiency and economy in 
the process of development; including, among 
other things, adequate provision for traffic, 
the promotion of safety from fire and other 
dangers, adequate provision for light and air, 
the promotion of the healthful and convenient 
distribution of population, the promotion of 
good civic design and arrangement, wise and 
efficient expenditure of public funds, and the 
adequate provision of public utilities and other 
public requirements.” 


In the Standard State Zoning En- 
abling Act published by the U. S. De- 
partment of Commerce in 1926, which 
act has been adopted in all states, the 
following language occurs: 

“ Sec. 1. Grant of Power. For the purpose 


of promoting health, safety, morals, or the 
general welfare of the community, the legisla- 
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tive body of cities and incorporated 
hereby empowered to regulate and restrict th, 
height, number of stories, and size of | Lildings 
and other structures, the percentage of Jo; 
that may be occupied, the size of yards 
courts, and other open spaces, the density 9; 
population, and the location and 
buildings, structures, and land for 
industry, residence, or other purposes 


The daily activities of city planners 
are directed to the attainment of these 
objectives, among which it is to be 
noted that health is a primary consid- 
eration. In the preparation and ad- 
ministration of comprehensive city 
plans, the following prerequisites of 
public health are kept so constantly in 
mind that their application becomes 
virtually automatic: 


. A more orderly development of the city 
. Adequate supply of light 

3. Adequate supply of pure air 
. Reduction of congestion 


5. Reduction of traffic hazards 
. Reduction of noise, odors, and other nui 
Sances 

7. Prevention of slums 

8. Improvement of recreational facilities 

9. Improvement of residential environment 

As stated above, these matters are 
not the exclusive concern of the city 
planner. Public health officials and cer- 
tain administrative officers and agencies 
are equally concerned. Building codes, 
sanitary codes, minimum standard hous- 
ing ordinances, laws regulating the con- 
trol of nuisances, and such, all are 
directed toward these same ends. The 
highest standards of public health will 
be reached where all of these efforts are 
coérdinated most effectively. 

Ways and means employed by city 
planners in carrying out the objectives 
enumerated are described below: 


1. A more orderly development of the 
city— 

Zoning is one of the most important 
planning tools. By confining single- 
family dwellings, flats, multiple dwell- 
ings, stores and industries to separate 
districts, and by prescribing maximum 
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building heights and minimum open 
space standards for each according to 
type, we can restore order in the city. 
This has been accomplished in newer 
suburban developments which had the 
advantage of zoning from their incep- 
tion. This accounts for much of the 
shift of population from more centrally 
older districts. Good order 
restored in these older dis- 
without large scale 


located 
cannot be 
tricts, however, 
reconstruction. 
We have not made most effective use 
of zoning in cities as yet. Larger dis- 
tricts or zones should be delineated, and 
creater autonomy in each is needed. 
better standards of open space for 
multiple dwelling areas especially should 
be adopted and enforced. Speculative 
pressures for spot zoning by lots or 
blocks can soon destroy the funda- 


mental values of separation of building 
types, and may soon lead to the same 
degree of confusion and conflict pro- 
haphazard, 


duced by uncontrolled 
development. 

Much has been said and written 
about the decentralization trends that 
have characterized recent city growth. 
Decentralization, per se, will not solve 
many urban problems. It may create 
greater problems of transportation and 
enormous waste in time losses and in 
the cost of delivery of goods. In city 
planning we often speak of balanced 
development of cities by which is meant 
an orderly design and arrangement 
which will minimize the wastes of ex- 
cessive congestion, on the one hand, and 
of excessive scattering on the other. 
We have learned much about the wastes 
of congestion, but we are just beginning 
to discover some of the wastes incurred 
by excessive spread of the area of 
urbanization. 

More healthful cities and more effi- 
cient and economical cities can be de- 
signed if we have the vision and the 
courage to make bolder comprehensive 
plans. 


CITY AND REGIONAL PLANNING 


483 


Adequate supply of light— 

Building codes contain regulations 
for certain window areas in relation to 
room size where people live and work, 
with the object of permitting adequate 
light, air, and sunshine to gain admis- 
sion to these rooms. Where buildings 
are close together, or where they are 
overshadowed by buildings of greater 
height, the extent of direct admission of 
sunlight is limited. Building codes con- 
trol the design of individual buildings, 
but not the relationships of light and 
air around buildings or between build- 
ings. In city planning, and especially in 
zoning regulations, standards are estab- 
lished for certain minimum distances 
between buildings, which are varied ac- 
cording to the type of district and the 
height or the length of the building. 
Prior to zoning, lots in most cities were 
too narrow, and side yards, if provided, 
were not required to be in excess of 
2 or 3 ft. Such standards of open 
space are as outmoded as the horse 
and buggy. Gradually we are increasing 
the width of side yards through zoning 
ordinances and in land subdivision regu- 
lations to a minimum of 6 or 8 ft. for 
single-family dwellings, and to 10 ft. o 
more for multiple dwellings. A mini- 
mum distance of 50 ft. between build- 
ings in block interiors is assured in 
new developments by zoning regulations 
which require a minimum depth of rear 
vard of 25 ft. for each building. 

When zoning regulations were first 
undertaken, it was believed that more 
and more high buildings in cities were 
inevitable. Subsequent experience has 
shown that numerous high buildings are 
neither necessary nor desirable. There 
is ample land for building in cities with- 
out overbuilding in certain sections. In 
most zoning ordinances building height 
regulations have been lowered in order 
to provide for a more uniform develop- 
ment. In the various zones building 
heights have been adopted which are in 


harmony with the prevailing type of 
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building development, 2) stories for 
one- and two-family dwellings, 3 stories 
for most multiple dwellings, from 3 to 
12 stories for commercial development, 
according to location, 8 stories for 
industry. 

By increasing the size of yards and 
adopting reasonable height regulations, 
a more ample supply of light and sun- 
shine is assured for individual dwelling 
structures. 

In business districts, the newer types 
of zoning regulations for building 
height control limit the height of walls 
at the street line and invite a pyramidal 
type of structure, thus affording more 
satisfactory offices assured of more 
direct admission of sunlight. Examples 
of such structures may be seen here in 
St. Louis. These have building walls 
at the street line only 2 or 3 stories 
high, even though the structure rises 
to several hundred feet in height in the 
middle of the block. 

There is no need for dark, poorly 
lighted and ventilated rooms in multiple 
dwellings, and comparatively small need 
for them in most office buildings ex- 
cept in high value areas of the largest 
cities. The great progress made in 
artificial lighting and ventilation is 
acknowledged. How far this can be 
substituted for natural light and sun- 
shine it is difficult to determine. 


3. Adequate supply of pure air— 

Where large numbers of people come 
together in cities, it is important to 
control those things which interfere 
with an adequate supply of pure air. 
By zoning large areas for exclusive 
residential use, we have reduced con- 
tamination of the air by smoke, dust, 
and odors from commercial and indus- 
trial structures in close proximity. 

By increasing the size of lots, the 
minimum width of side yards, and the 
minimum depth of rear yards, there is 
greater opportunity for circulation of 


air in the community, as well 4 
around the individual structures. 

In zoning ordinances and land syb. 
division regulations, it has becom. 
customary to require greater recessioy 
of buildings from the street line 
Minimum front yard depths of 25 o& 
30 ft. are becoming the custom rather 
than the exception. In so doing, the 
distance between buildings on opposite 
sides of the street is increased and the 
long, continuously wide open space thus 
created improves the opportunity for 
circulation of air. Where trafic js 
heavy, and especially where buses and 
trucks operate in considerable numbers, 
there is much contamination of the air 
with fumes and dust. By keeping the 
dwellings well back from the street lines, 
occupants are less disturbed by the dust 
and odors created by street traffic. 

By increasing the size of individual 
lots, yards, and building setbacks, im- 
proved opportunity is afforded for the 
growing of grass, trees, and shrubs 
These are beneficial agents in purifica- 
tion of the air. 

The older sections of American cities 
were built so compactly, and land 
values became so high, that few large 
community open spaces were provided 
With the advent of the automobile, it 
became possible for much of the urban 
population to seek less congested living 
conditions in outlying sections of the 
city. Many of the older congested dis- 
tricts of the city are now obsolete and 
must be rebuilt. Where this is done 
new open spaces can be provided in the 
form of parks and parkways, which will 
afford improved opportunities for air 
circulation. The new, large housing de- 
velopments afford much improved stan¢- 
ards of light and air for individual 
dwelling structures. Our studies show 
that we can rehouse populations in these 
areas at the same density levels with 
far less street space, little or no increase 
in building height, and with a reduction 
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in land coverage from 60 per cent to as 
low as 20 or 30 per cent. 

Many of the new public housing 
oroiects have far less land coverage 
than was found in the original develop- 
Certainly, no one can see these 
projects without being impressed with 
the greatly improved conditions so far 
as light, air, and sunshine are con- 
cerned. The effect upon public health 
is bound to be tremendously beneficial. 
Such benefits cannot be secured through 
reconstruction of individual buildings 
on individual lots. 


ment 


4. Reduction of congestion— 

There is ample land in most cities for 
building development without unneces- 
sary crowding and congestion. Sir Ray- 


mond Unwin’s well known paper, 


Nothing Gained by Overcrowding,” 
contains convincing proof of this fact. 
Much overcrowding of the land in cities 
s the result of speculative pressure 
rather than of popular demand. New 


York’s Lower East Side contains 250,- 
000 less population today than in 1910. 
We have lost more than 125,000 popu- 
lation in the area east of Jefferson 
{venue in St. Louis. Where population 
leaves congested areas of cities in such 
enormous numbers, it is striking evi- 
dence of dissatisfaction with living con- 
ditions. Inquiries conducted by housing 
nvestigators of the City Plan Commis- 
‘ion of St. Louis in these older areas 
disclosed that the principal reasons why 
ccupants desired to leave were all re- 
ited directly to matters of public 
health, such as desire for. more open 
space, for grass, trees, shrubs and flow- 
ers, for more cleanly conditions, and 
lor a better atmosphere in which to 
bring up their children. 

Excessive population congestion is 
being controlled through zoning ordi- 
nances. In recent years we have found 
that it is not enough to control the use 
of land, the type of buildings, the height 
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of building, the size of yards, and the 
percentage of lot coverage, but that an 
equally effective measure of control is 
the direct regulation of population 
density through specification of the 
square feet of lot area per family to be 
housed in each new building according 
to the character of the district in which 
it is to be located. Future overcrowding 
of land can and will be prevented. 

Another device uged in many zoning 
ordinances to prevent overcrowding of 
land is the prevention of rear lot dwell- 
ings in many zoning ordinances. Each 
building must occupy a separate lot 
having direct frontage upon a public 
street or officially approved private 
street or place. 

In zoning ordinances it is provided 
that new multiple dwelling structures 
shall be so designed that cellars shall not 
be used for dwelling purposes. Zoning 
regulations usually provide, also, that if 
basements are designed for use as dwell- 
ing quarters, the basement shall be con- 
sidered a story in height measurement. 

We no longer regulate building height 
by measurement in feet, because this 
led to a reduction in story heights in 
order to squeeze in a greater number of 
stories. Zoning height regulations now 
specify the number of stories permitted 
in addition to a maximum height 
measured in number of feet. 

Since we have learned more about 
the undesirability of crowding the land, 
we are gradually reducing the number 
of districts and area of districts wherein 
high buildings are permitted. 

There has been excessive overcrowd- 
ing of the land with high buildings in 
central business districts of many cities. 
Two forces have operated to prevent 
further mistakes of this character. 
First, it has been found that high 
buildings are not good financial risks. 
Second, where many tall buildings are 
brought together in close proximity, 
there is excessive crowding of the streets 
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and transportation facilities. By city 
planning we have reduced this conges- 
tion by opening new and wider streets, 
thus enlarging the central traffic district, 
by building by-pass thoroughfares, and 
by establishing a lower maximum build- 
ing height limit. These measures have 
had the effect of spreading new building 
construction, and thus relieving over- 
concentration within a small area. 

Two important parts of the compre- 
hensive city plan are the major street 
plan and the transit plan. By opening 
up new approach thoroughfares to cen- 
tral business districts, and by creating 
more direct, capacious crosstown thor- 
oughfares, many street traffic congestion 
problems are solved which could not be 
solved in any other way. These im- 
proved new street plans afford oppor- 
tunities not only for more expeditious 
movement of vehicular traffic, but have 
been designed with a view to providing 
improved opportunities for movement 
of mass transportation carriers like 
street cars and buses. Time-consuming 
delays and time spent by individuals on 
mass transportation vehicles have been 
greatly reduced. As previously stated, 
however, these time savings may be lost 
through increasing distances of travel 
if expansion of the area of urbanization 
is uncontrolled. 


5. Reduction of traffic hazards— 
American cities were not prepared for 
the advent of the automobile. For the 
most part, streets were narrow and were 
laid out in the familiar gridiron pattern, 
which assumed more or less uniform 
use. With the coming of the automobile, 
the hazard of street accidents was uni- 
versal. By city planning we developed 
major street plans, comprised of sys- 
tems of wide, main thoroughfares to 
accommodate the great bulk of auto- 
mobile traffic flow, and thus to reduce 
the traffic and the hazard in minor resi- 
dence streets. This differentiation has 
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been encouraged by reducing the width 
of pavements on minor streets, by pro- 
viding less satisfactory surfacing for 
heavy traffic, and by occasionally block- 
ing off minor streets, some temporarily, 
some permanently. 

While the traffic hazard has been re- 
duced on minor streets, there was 4 
corresponding increase of the traffic 
hazard on the main thoroughfares. Here 
traffic control devices have been de. 
signed with a view to expediting vehicu- 
lar traffic and providing safety controls 
for the pedestrian traffic, including the 
design and construction of safety 
islands, loading zones, pedestrian under- 
passes, and such. Most recent maior 
street plans include designs for super- 
highways, completely grade-separated 
which will still further reduce the trafix 
hazard for pedestrians. In the design 
of major streets and superhighways 
there is constant attention to plans for 
reducing traffic hazard to the pedestrian 
and the motorist, even though the more 
intricate designs add substantially to 
total cost. 

In the design of new subdivisions, 
traffic hazards have been greatly re- 
duced through design and arrangement 
of minor residence streets to feed natu- 
rally into main thoroughfares, but so 
indirect and inconvenient as thus to dis- 
courage all but local traffic movements. 

In new large-scale housing projects, 
the design and arrangement of streets 
and buildings is such that traffic move- 
ments can be confined to the periphery 
of large unit areas, thus greatly reducing 
the danger of, accident. 


6. Reduction of noise, odors, and other 
nuisances— 

Zoning has prevented additional nui- 
sances in older residence districts, an¢ 
has permitted new residence districts 
to develop without objectionable in- 
trusions, whether or not these are 
nuisances, per se. 
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The total amount of new building 
evelopment in cities, most of which 
taken place in peripheral areas, 

vers probably from 50 to 100 per cent 
ore land than was occupied by the 
older city. This more orderly develop- 
ment of these new sections of the city 
represents an enormous gain to public 
health because of the opportunity for 
living and sleeping in a cleaner atmos- 
phere and with greater freedom from 
the noise and confusion incident to com- 
mercial and industrial activity in close 
proximity thereto. 

' One device used in new zoning ordi- 
nances, which will probably have wider 

eptance in future years, is the regu- 
lation prohibiting the erection of new 
dwellings in industrial districts. Surely 
it is as reasonable to prohibit new dwell- 
ng construction in industrial districts 

s to prohibit industries in residential 


nas 


qistricts. 

Another type of zoning regulation 
rapidly gaining acceptance is intended 
to force gradual elimination of any ex- 
sting non-conforming commercial and 
ndustrial uses in single-family dwelling 
areas. The number of such non-con- 
forming uses is extremely limited—fre- 
juently not more than | or 2 per cent, 
measured either in terms of investment, 
land area, or total number of buildings. 
rhese non-conforming uses invite more 
traffic than is customary in dwelling 
ireas and this traffic increases the noise, 
confusion, and the hazards of the neigh- 
borhood. Frequently they are objection- 
able for other reasons. By new planning 
and zoning measures of this nature we 
can gradually reduce the conflicts be- 
tween the commercial and industrial 
uses and the dwelling areas in our cities. 


7. Prevention of slums— 

Well planned cities must be economi- 
cally and socially sound in all parts, not 
merely in certain sections, such as the 
high value residence districts. By city 
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planning we have been able to cut new, 
wide thoroughfares through the city, 
establish new playgrounds, and even 
add new small parks in central areas. 
The slums are still with us, however. 
By zoning we have segregated uses of 
land and buildings by districts, and 
have established improved standards of 
light, air, and open space. Zoning ap- 
plies to new construction only, however. 
It cannot be used to remove slums. 
City planning commissions have given 
much consideration to the slum problem, 
and have played an important part in 
the slum clearance and large-scale, low- 
rent housing program of the federal 
government. But only the surface of 
this problem has been scratched. What 
the form of reconstruction shall be is a 
city planning problem. Whether these 
areas are used in whole or in part for 
new low-rent or for medium-rent hous- 
ing, for parks, for automobile parking 
areas, for transportation terminals, for 
industry, or for other uses, is a matter 
for determination in each city. This is 
one of the most important current city 
planning activities. Plans for recon- 
struction in the central areas, regardless 
of its character, must provide for a 
more balanced design form of the city. 

It is the particular function of city 
and regional planning agencies to see 
that new slums are not created. New 
development in suburban areas has not 
always been of high standard. It is a 
well known fact that new slums are 
being created on the outskirts of many 
cities, due to the absence of building 
codes, zoning ordinances, and health 
departments with adequate powers. 
Many of these suburban areas are un- 
incorporated. County governments are 
frequently without adequate powers to 
deal with these suburban slums. Re- 
gional planning agencies and city plan- 
ning authorities are taking leadership in 
bringing to public attention the dangers 
of such uncontrolled development. They 
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have encouraged the passage of county 
planning and zoning measures and 
building codes. Within quite recent 
years several such county planning and 
zoning acts have been passed. 

One of the most effective planning 
tools in such areas is the adoption and 
enforcement of land subdivision regula- 
tions. Through this device it is possible 
to require land subdividers to install 
minimum standards of public services 
such as an adequate supply of pure 
water, proper sewage disposal facilities, 
street surfacing, and lighting, before the 
subdivision is approved and lots are 
offered for sale. Other requirements in- 
clude proper design of the subdivision 
and the grading of streets and lots, so 
that the place will become a safe and 
satisfactory place to live, rather than a 
new slum. With appropriate planning 
and zoning, including population density 
control, these newly developing sub- 
urban areas can and should be so de- 
signed and controlled as to afford higher 
standards of urban development than 
have characterized past practices. 


8. Improvement of recreational facili- 
ties— 

A city plan encompasses the whole 
city, and is designed to meet the spe- 
cific needs of each part. In congested 
areas, the lack of open space for recrea- 
tion is so pronounced that more play- 
grounds and small parks must be pro- 
vided. In the reconstruction of slums, 
the planning agencies expect to require 
incorporation of such open spaces as 
part of the basic aims in reconstruction. 

One of the standards used in city 
planning practice is to have a minimum 
of two acres of playground space at 
each public school, with not less than 
100 sq. ft. of play space per child. In 
new subdivision plats, these standards 
are being met. Despite the fact that, 
in the older developed sections of cities 
such areas have to be condemned at 
great cost, much progress in attaining 
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these standards has been made in rp. 
cent years. 

Another objective in city planning \, 
to have a neighborhood park for each 
square mile of residential developmen, 
In the modern city, solid masses oj 
buildings have spread without interrup. 
tion over such wide areas that there 
has been small opportunity for rest and 
enjoyment of small open spaces amid , 
bit of trees, grass, and open sky. There 
is no necessity for such continuous 
spread of solid building developmen 
We need more open spaces in the form 
of neighborhood parks than have been 
provided up to the present time. They 
are shown on our city plans. Even in 
neighborhoods of large homes it is now 
generally the practice in planning to 
require dedication of open areas for 
recreational use. 

Planning authorities have discussed 
the advisability of breaking up the solid 
mass of building development in cities 
by condemning through them great cor- 
ridors of open space for purposes of 
improving the circulation of air, adding 
numerous recreational opportunities, 
and relieving monotony. The health 
value of so doing would be very great 
Such corridors could be used most ad- 
vantageously for vehicular and mass 
transportation purposes. No violence 
would be done to the city plans, for 
distances need not be increased ap- 
preciably, and a far better organization 
of the city would be possible. Only the 
cost involved and the magnitude of the 
task have prevented greater acceptance 
and application of this idea. It can stil! 
be done. Here is an opportunity of no 
inconsiderable consequence for consid- 
eration in our post-war program. 


9. Improvement of residential environ- 
ment— 

Good cities which are well planned. 
healthful places for normal life, can only 
be achieved by an alert and active 
citizenry. We cannot have such citizens 
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where most of them seek to escape the 


city. The trek to suburban areas has 


been motivated in part by a desire for 


peen 
onal participation in the control of 


pers 
environment. In many cases this has 


been accomplished in some degree in 
the better type of incorporated suburban 
communities. Too frequently the indi- 
vidual entertains the belief that this 
participation in the control of environ- 
ment is impossible in the large cities. 
This belief is quite valid. If we are to 
make large cities desirable places of 
residence, there must be active citizen 
participation in the control of environ- 
ment by local unit areas. The large city 
must be planned as a composite whole, 
but it must also be planned by neigh- 
borhoods. When citizens can have a 
part in the control of neighborhood en- 
vironment, we can make substantial 
gains in community life. 

The St. Louis City Plan Commission 
has divided this city into some 81 resi- 
dential neighborhoods and 18 industrial 
districts. It is the hope that in most 
of these neighborhoods there can be 
created a community park and school 
and a community organization that will 
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take leadership in the improvement of 
environment, the fostering of community 
spirit, and a program of community 
activities. 

Time will not permit fuller discussion 
of this phase of community planning. 
In this and other cities the scheme is 
still in the formative stage. It is men- 
tioned merely because its public health 
implications are such as to warrant 
much promise of benefits in the psycho- 
logical factors of family life and social 
relationships and responsibilities. 


CONCLUSION 
This brief attempt to discuss the 
public health implications in city and 
regional planning was undertaken with- 
out full realization of the magnitude of 
the task. It is hoped that in other more 
capable hands the subject may be de- 
veloped in fuller detail and with greater 
wisdom. Public health officials have 
been of great assistance in the field of 
city planning. Your continued interest 
and participation will be of tremendous 
value in planning better cities, in gaining 
public acceptance, and in aiding official 
implementation of such plans. 
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A Small Outbreak of Smallpox 
in Detroit 


FRANKLIN H. TOP, M.D., anp LAURA E. PECK, R.N. 


Division of Communicable Diseases and Epidemiology, Department of Health. 
Detroit, Mich. 


- spite of a known and amply tested 
preventive, smallpox continues to be 
reported annually in the United States 
in shameful numbers. There has been 
a marked decline in the past decade but 
there are still too many cases occurring. 
According to Dauer,' for the 20 year 
period 1900-1919, there were slightly 
more than 750,000 cases of smallpox 
reported in the United States. For the 
next 20 year period 1920-1939, there 
were 700,000 cases, three-quarters of 
which occurred between the years 1920 
and 1929. The last decade of the latter 
20 year period shows a marked decline, 
but it is interesting to note that the 
median for the period 1935-1939 was 
9.280 cases, a number far in excess of 
what it should be. 

During the interval 1900-1939 a 
marked change has occurred in deaths 
attributable to smallpox. The number 
of deaths recorded during the first 20 
year period 1900-1919 was 11,435. For 
the period 1920-1939 the total deaths 
were 5,337, of which 90 per cent were 
recorded between 1920 and 1929. The 
decline is marked for the period 1920- 
1939. The favorable change is probably 
due to the mild type of smallpox 
(alastrim) now generally prevalent in 
the United States. According to Chapin 
and Smith,” alastrim appeared in the 
United States in 1896, probably having 
come from Africa to appear first in 
Florida. Chapin studied the incidence 
of the classical (severe or malignant) 


and of the alastrim (mild) forms o; 
smallpox. The study covered a period 
of 30 years (1900-1929). The num- 
ber of cases of alastrim approximated 
1,250,000, and during the same interval 
there were 57,000 cases of the classical 
type. The fatality rates for the alastrim 
and classical types were respectivel) 
0.56 and 16.40. 

From a study of the trend during the 
past four decades, it is evident that 
the severe type of smallpox is decreasing 
in incidence, and accompanying this 
decline is a decrease in the number oi 
deaths. Although there is no evidenc 
that alastrim reverts to the classical 
type of smallpox, the latter is still pres- 
ent and may reappear any time in epi- 
demic form. A large outbreak is possible 
but not probable on the face of it, but 
less attention to vaccination and the 
present rapid change in population 
groups might prepare the soil for an 
outbreak or result in an increase in 
cases and deaths. This possibility 1s 
well illustrated by the past experience 
of Minnesota.* This state passed an 
anti-compulsory vaccination law in 
1903, and during the first 20 years after 
it took effect the average annual number 
of cases reported was 3,000. The public 
worried little about the situation, for 
smallpox was mild and few deaths re- 
sulted. However, in 1924 malignant 
smallpox was imported from Canada 
and a large unvaccinated population 
was exposed, so that within 20 months 
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4.041 cases and 504 deaths were re- 
ported. As a test of the effectiveness of 
vaccination a survey showed that only 
72 of the cases had previously been 
successfully vaccinated and only 1 death 
occurred in this group. Of the re- 
mainder (3,969 cases), roughly 85 per 
cent (3,442) had never been success- 
fully vaccinated, while the remaining 
15 per cent gave an indefinite history. 
Following the outbreak, thousands of 
ersons were vaccinated and during the 
next 10 years the annual number of re- 
ported cases dropped from 3,000 to 225. 

It is estimated that between the years 
1925 and 1938 some 625,000 infants 
were born in the state of Minnesota. 
Many of these infants were not vac- 
cinated because the public had become 
apathetic again to the necessity for the 
procedure. To the health worker it was 
apparent that it would be merely a 
question of time before the natural 
consequence of insufficient vaccination 
would result in a rise in cases and per- 
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haps an outbreak. The expected rise in 
cases did materialize. In 1936 the total 
reported cases of smallpox in Minne- 
sota was 397; in 1937, 671; and in 
1938, 859. There was a decrease in 
1939, however, the total being 492. 
Whether this favorable lessening of 
cases will continue, only time will tell. 

Michigan’s experience has been simi- 
lar to that of Minnesota except for a 
rise in 1939 rather than a decline. The 
total cases for Michigan were lower: 
118 in 1937, 365 in 1938, and 615 in 
1939, 

In general, the average annual case 
rates for smallpox have been very low 
in the eastern states, particularly in the 
New England, middle Atlantic, south 
Atlantic, and the east south central 
states. The highest rates have been 
noted in the east north central, west 
north central, mountain, and Pacific 
states, with somewhat lower rates in 
the west south central states. 

The State of New Jersey with a popu- 


TABLE 1 


Smallpox in the United States 
1920-1941 


Year Cases* 
1920 110,672 
1921 108,487 
1922 33,305 
1923 30,890 
1924 56,513 
1925 40,281 
1926 32,694 
1927 38,977 
1928 39,396 
1929 42,282 
1930 48,907 
1931 30,151 
1932 11,194 
1933 6,491 
1934 5,371 
1935 7,957 
1936 7,834 
1937 11,673 
1938 14,939 
1939 9,877 
1940 2,795 
1941 1,396 


* Data from Dauer (loc. cit.) 


Data through courtesy of E. R. Coffey, Assistant Surgeon General 


Statistics, U. S. Public Health Service 


Deaths* Fatality Rate 


492 0.44 
758 0.69 
901 2.70 
165 .53 
896 .58 
724 79 
18 
39 
42 
37 
. 36 
44 
60 
44 
31 
44 
29 
31 
38 
53 
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lation of 4,400,000 reported not a single 
case during the period 1931 through 
1938, while the States of North Dakota, 
South Dakota, Montana, Idaho, Oregon, 
Wyoming, and Utah, with a combined 
population similar to that of New 
Jersey, reported 12,666 cases during the 
same period. Three states in the above 
group prohibit compulsory vaccination 
by statutory regulation regardless of 
prevailing circumstances. 

Table 1 shows the number of reported 
cases of smallpox in the United States 
during the years 1920 through 1941. 
Marked variations are noted in the 
number of cases by individual years. 
In 1920 there were 110,700 cases, but 
by 1922 the number had dropped two- 
thirds. The deaths from smallpox in 
1920 were 490 but in 1922 the number 
was 900. A study of the table will show 
fluctuations from year to year in the 
case column. From 1924 on, the num- 
ber of deaths decreased progressively; 
exceptions are 1929 and 1930 and 1936 
to 1940, the number of deaths recorded 
for these periods exceeding the years 
just preceding. 

Table 2 shows the incidence of small- 
pox in the period 1932-1941 in relation 
to state vaccination laws. In states 
where vaccination is required as a pre- 
requisite to school attendance, the aver- 
age annual case rate per 100,000 of the 
population was in every instance under 
that noted for the 7 states where com- 
pulsory vaccination is prohibited by 
law. The average annual case rates for 
the latter states is more than 13 times 
greater than the average for the group 
where vaccination is prerequisite to 
school attendance. 


LOCAL INCIDENCE OF SMALLPOX 
The incidence of smallpox in the City 
of Detroit for the period 1920-1941 is 
shown in Table 3. It will be noted that 
this city had two large outbreaks in the 
interval. One occurred in 1920 with 
1,125 cases and 4 deaths. The smallpox 
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TABLE 2 
Incidence of Smallpox in Relation 1 
Vaccination Laws * 
1932-1941 


State 


Vaccination Required 
as Prerequisite to 
School Attendance 


Arkansas 
Kentucky 
Maryland 
Massachusetts 
New Hampshire 
New Mexico 
Pennsylvania 
Rhode Island 
South Carolina 
Virginia 

West Virginia 


Average Annual 
Case Rat: per 
100,000 Population 


under 


Average for 11 states 
Compulsory Vaccination 

Forbidden by Law 

Arizona 

California 

Minnesota 

North Dakota 

South Dakota 

Utah 

Washington 


Average for 7 states 


* Data on vaccination laws from Fowler, W., Pub 
Health Rep., 56:167 (Jan. 31), 1941. 

Annual Case Rates were calculated from data in 
Table 2, Dauer: by H. E. Pearson, Department of 
Epidemiology, School of Hygiene and Public Health, 
University of Michigan. 


during this outbreak was the alastrim 
type, but the smallpox encountered in 
1924 was more severe and, according to 
Dr. Henry F. Vaughan, Health Com- 
missioner of Detroit at the time, it 
appeared that both alastrim and the 
classical types of smallpox were occur- 
ring at the same time. It is certain that 
the classical type was represented and 
by its worst form, hemorrhagic small- 
pox. Every person developing the 
hemorrhagic type of smallpox expired. 
In 1924 there were 1,610 cases and 163 
deaths. From 1924 on, the annual num- 
ber of cases was less than 100, with the 
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exception of 1930 when 151 cases were 
reported. Beginning with 1932 there 
have been 5 years with no cases re- 
ported, and from 1926 on no deaths 
have been recorded. The case incidence 
has been low since 1932, the highest 
number reported in the period has been 
15, noted in 1937 and 1940. 


DATA—-SMALLPOX OUTBREAK, 1940 

Small outbreaks still occur from time 
to time as amply demonstrated by the 
experience in the state at large, and by 
the following ocurrence of cases noted 
in Detroit during the fall and winter of 
1940-1941. The cases listed in Table 4 
comprise a group of persons with small- 
pox and are listed in sequence according 
to their discovery. The listing includes 
sex, age, date of diagnosis, date of rash, 
vaccination status, diagnosis, date and 
by whom diagnosed. In the column 

remarks” will be found data which 
served as clues to the solution of the 
occurrence of smallpox among a rather 
widely scattered number of cases and 
served also to uncover likely cases 
which had occurred previously but which 
at the time of investigation could not be 


Death Rate 

per 100,000 

Population 


Deaths per 
100 Cases 
Re ported 


Cases Reported 
per 1,000 
Population 
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verified except by history of contact. 

The first case, G.F., came to the 
attention of the Health Department 
when the occupants of the upper ‘por- 
tion of an income bungalow asked for 
instructions with respect to their ex- 
posure to the owner of the dwelling 
who had a rash. The owner had been 
ill at home with what had been diag- 
nosed as chicken pox and had on sev- 
eral occasions, while ill, used the tele- 
phone of the upstairs occupants. The 
latter had become suspicious that the 
rash might not be chicken pox. Upon 
investigation smallpox was discovered 
in 4 members of the family. 

The probable sequence of cases which 
are connected to one another by definite 
contact and shown by interval, well 
within the limits of the incubation 
period, is shown in Table 5 and Chart 1. 

The first case in the series to come to 
the attention of the Health Department 
was discovered on December 11, 1940, 
almost 2 months after the so-called first 
case. The source of infection in C. P. 
(1) could not be determined and she 
was therefore called case number one 
in the series. 
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Cuart 1—Smallpox Outbreak in Detroit, 1940 
Probable Source of Cases Showing Age and Date of Rash 


10-14-40 


10-26-40 


COMMENT 

The outbreak occurred principally in 
families closely related by blood but all 
the families involved were not on good 
terms with on@ another. It was difficult 
to get reliable information. First, be- 
cause the affected individuals did not 
believe they had smallpox and second, 
the persons involved knew that restric- 
tions for smallpox were far more strin- 
gent than for chicken pox. Repeated 


visits to the F. and P. families resulted 
in the discovery of the case A. K. (6) 
who was really responsible for several 
of his school mates contracting the dis- 
ease, two of whom each gave rise to one 
additional case. The K. family did not 
tell the same story twice and only on 
threat of severe restriction for all mem- 
bers (remainder of family previous!) 
vaccinated and had good scars) would 
they implicate others. 
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SMALLPOX IN DETROIT 


TABLE 5 


Smallpox Outbreak in Detroit, 1940 


Actual 
Sequence 
Vumber Case 


C. P. 


ue? 


ber 


Age Case 
D. P. 
H. P. 
M. F. 


D. 
D. 


G. F. M. 


. (4) or 
. (5) 


Probable 
Infecting 


P. (2) 


F. (4) 


Interval Rash 
Injecting 
Case to Rash 


Secondary Case Remarks 


P. (2) 


D. P. (2) visited F. family dur- 
ing D. P.’s illness 


G. F. exposed to cousin D. P. 
(2) but probably did not con- 
tract smallpox from her; Ages: 
D. P. (2) 4 yrs., G. F. 8 yrs. 


Most likely source M. F. (4) 


Most likely source M. F. (4) 


A. K. frequently visited P. fam- 
ily. No history of contact with 
F. family, also relatives. In- 
terval long but rash and crusts 
may persist for 10-21 days 

Nephew of G. F. (6) and lived 

with F. family 


. (6) or 
. (7) 


*. (6) or 


Visited F. family 12-8-40 


. 7) 


H.B 


* Actual sequence number 


No case in this outbreak had previ- 
ously been successfully vaccinated. Mr. 
F., father of the F. family, had been 
vaccinated many times previously with- 
out a successful take. In the F. family 
(6 members) the only person to escape 
the infection was a son aged 14 who 
was successfully vaccinated at school in 
1937 and who showed a good scar. In 


same grade *and 
“C” school 


section 


In 


same grade and section 


“C” school 


same grade and section 


“C” school 


same grade and section 


“C” school 


same grade and section 


“C” school 
Father of R. M. (12) 


Uncle of P. B. (14) 


the K. family (5 members) the only 
person to contract smallpox was the 
unvaccinated member, a boy of 6 
(case A. K. (8)). 

The outbreak was slow in evolution, 
attesting to the mildness of the disease. 
In the P. family there were 3 cases in 
sequence at intervals of 2 weeks apart. 
The F. family group, 6 cases (including 
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2 14 days 
3 14 days bie 
6 GF M 36 M.F.(4)or 17 days 
G. F. (S) 7 days 
7 EF F 36 17 days 
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eo : 8 A. K. M 6 H. P. (3) 25 days 
J.H M 20 M a 25 days 
G. F 15 days 
10 C.F M 0 G.F 14 days 
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11 I. W. M 29 G. days 
EE. Fa 16 days 
12 R. M M 6 A. K. (8) 16 days in 
13 M.G F 6 A. K. (8) 16 days bb i in 
14 P.B 6 A. K. (8) 20 days 
‘ 15 R.C M 6 A. K. (8) 17 days ln ic 
16 F 6 A. K. (8) 16 days in 
17 D.M M 36 R. M. (12) 14 days P| 
18 M 24 P. B. (14) 15 days 


4 


498 AMERICAN JOURNAL OF PUBLIC HEALTH May, 1943 


J.H.(9)) occurred in the following 
sequence: 1—1—3—1. 

Actual sequence Cases 1, 4, 5, 6, and 
7 were seen by a physician and diag- 
nosed chicken pox. Case 3 was seen by 
a chiropractor and diagnosed chicken 
pox. Cases 3 and 8 were not seen by a 
physician. Again, the first cases in the 
F. family (cases 4, 5, 6, and 7) were 
all seen by the same physician on the 
same day and diagnosed chicken pox. 
No subsequent calls were made by the 
physician and had the patients been 
seen at a later date it is possible that 
the real condition would have been 
diagnosed. G.F.(6) could not have 
been lightly mistaken at the end of the 
first week of the rash. He felt quite ill 
and was confined to bed. His wife, E. F. 


(7) had few symptoms, relatively fey 
lesions, and was up and about through- 
out the course of her illness. Patient 
A. K. (8) had no more than 20 lesions. 
well scattered and crusted when seen. 
but the lesions were shot-like to the 
touch and suspicious looking. The rela- 
tive mildness of the infection and 
paucity of the lesions in some instances 
made a diagnosis of smallpox on one 
visit difficult to make. 
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Integration of Medical Care into the 
Health Program in Rural Missouri” 
J. W. WILLIAMS, Jr., M.D., M.P.H. 


Director, Local Health Administration, State Board of Health, 
Jefferson City, Mo. 


N many urban communities, serious 
ipa partly successful efforts have 
Feen made to administer services of 
medical care for indigents and for the 
low income group. In rural areas, 
however, this is essentially an unsolved 
problem and the experience in Missouri 
is offered as of possible interest and aid 
to others working under somewhat 
similar conditions. 

In order to understand developments 
in this state, it is necessary that cer- 
tain fundamental legal provisions and 
limitations be set forth. As is the case 
in many southern states, the county 
courts are in reality the business 
agents for the counties. They conduct 
financial affairs and determine appro- 
priations for all matters, including pub- 
lic health and medical care. They sit 
as a judicial body only when indigents 
come before them for commitment or 
admission to state institutions: hospitals 
for the care of the insane, feeble- 
minded, cancer, tuberculosis, and ortho- 
pedic conditions. Of great importance 
is the fact that the care of the indigent 
sick, by statute, is the concern of the 
county court. Section 9590, Revised 
Statutes, 1939, reads as follows: “ Poor 
persons shall be relieved, maintained, 
and supported by the county of which 
they are inhabitants.” Because of this 


* Presented before the Health Officers Section of the 
\merican Public Health Association at the Seventy-first 
Annual Meeting in St. Louis, Mo., October 28, 1942. 


legal requirement, because of the quali- 
ties inherent in a situation where one is 
ill and without care, and because of 
popular demand, the care of the sick is 
of much greater concern to the county 
courts in Missouri than is the problem 
of preventive medicine, and if placed 
in the position of a county judge who 
depends for his job upon the support 
of the electorate, most of us would 
take the same stand that he does. 

The majority of counties, therefore, 
have attempted in the past to meet this 
obligation one way or another, usually 
by the appointment of part-time county 
physicians, and by court action to de- 
cide which cases are to be seen by the 
county physicians, which may go to 
hospitals, and length of hospitalization 
for which the county will pay in each 
individual case. It is obvious that 
under such a system medical care might 
be efficient here and unsatisfactory 
there, or excessively costly in some 
counties with practically no expendi- 
tures in others, these things depending 
on the custom of the _ individual 
county, its financial ability to pay for 
the service, and on other factors. 

For all practical purposes the county 
revenue is derived only from taxation 
of real estate and personal property. 
After the assessment has been made 
the court fixes the tax levy. However, 
the maximum levy in any county is 
set by the State Constitution, so that 
the available funds for county opera- 
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tion are definitely limited and can be 
easily determined. The maximum rates 
per $100 valuation that can be levied 
for all purposes depends upon the total 
assessed valuation of the county and 
are as follows: 

Per $100 Counties 


Assessed in 
Valuation: Valuation Group 

O- 5,000,000 may levy $.50 21 

6,000,000—- 9,000,000 “ .40 14 

10,000,000-30,000,000 “ “ .50 68 

30,000,000 and over .35 11 


Counties with 


To complicate the matter further, 
there exists a state-county budget law 
under which each county must conduct 
its financial business. The county 
budgets are prepared annually by the 
county court upon the basis of antici- 
pated revenue. This is estimated by 
applying the tax rate set by the court 
against the total assessment. The 
budgets must be made up and all ex- 
penditures made according to six classi- 
fications, and in the following order: 


1. Maintenance of county patients in insane 
institutions 

2. Cost of courts and elections 

3. Repair and maintenance of bridges on 
other than state highways 

4. Salaries of elected officers, their deputies, 
and office supplies 

5. General 

6. Repairs, replacements, equipment 


By the time the expenditures neces- 
sary to maintain the first four classes 
are allotted, little money remains in 
class five from which all county func- 
tions, not listed in the four preceding 
classes, must be maintained. It then 
becomes obvious that the average 
county, under existing tax laws, cannot 
support two health services, one cura- 
tive and the other preventive, and 
where only one service can be provided 
it naturally is the curative. 

To meet the situation there grew up 
in some of the county health units a 
feeling of responsibility for the medical 
care of the indigent population for 
which nothing was being done, and 
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their programs gradually changed 1 
include general medical clinics, ob. 
stetrical service, hospital care, special 
clinics such as eye, ear, nose and 
throat, and medical care of the inmates 
of the county jail and county farm. |p 
such a program, the county health unit 
not only served as the central adminis. 
trative agency of all health activities 
within the county, but the health officer 
soon became the medical adviser to the 
county court and to other elected 
officials. The medical decisions were 
made a responsibility of the health 
officer rather than of the county court 
The first one of these units so to func- 
tion developed in 1925, the second in 
1930, and in both of them the health 
officers actually did the medical work 
themselves until the depression years 
forced the addition of part-time med- 
ical assistants to the staff. Neither of 
these units, however, has ever had ade- 
quate personnel to render completely 
satisfactory services in all branches. 
Realizing that the development of 
new units was dependent upon avail- 
ability of funds and that only 
limited county funds were available, 
and recognizing further that medical 
care came first with the county judges 
state assistance to counties was in- 
creased and combined medical care and 
health programs were urged. [he 
present maximum tax levies permitted 
the counties by law make it impossible 
for the 35 counties with valuation of 
less that 10 million to contribute 50 
per cent of the cost of a four piece 
unit, and only counties of at least 20 
million assessed valuation can suppl) 
50 per cent of the budget of a com- 
bined unit. More people are required 
to conduct a combined program but 
usually medical aid on part-time 
basis has been obtainable and has been 
satisfactory. When one of the larger 
counties was approached regarding the 
development of a health unit the 
answer was that no funds were avail- 
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Upon investigation of county 

; however, it was found that the 

: had been expending $12,500 an- 
on indigent medical care, given 
2? part-time physicians, plus drugs 
and hospitalization under direction of 
the county judges. The court was 
agail approached on establishing a 
combined unit using their $12,500 
budgeted for medical care to which was 
added $10,000 state assistance, which 
they accepted. These two funds totaling 
$22,500 then provided the county with 
a full-time health unit. The personnel 
consisted of a health officer, 4 nurses, 
engineer, Clerk and the same 2 phy- 
sicians as part-time assistants. The 
unit was housed in a building of its own 
with ample space in which to conduct 
all its program. 

Many times the question has been 
asked if public health did not suffer in 
such a program. The answer is yes, 
but the county had no health services 
at all before organization of the unit. 
To answer the question of how much 
time was devoted to medical care, a 
short-time study was recently made in 
three units (Greene, Jasper, and 
Laclede Counties) to determine the pro- 
portion of time spent by the entire staff 
on administration, on conventional 
public health activities, and on medical 
These three counties were selected 
because of differences in the age of the 
units, size of the staffs, and their loca- 
tion. The Greene County Unit was 
established in 1925. The county’s 
population of 29,303, surrounds a city 
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of 60,000. The unit’s program includes 
residents of the city in venereal disease 
and tuberculosis control (see Table 1). 


TABLE 1 

Population and Per Capita Budget 

Total Budget 
1943 

$28,130.00 


25,440.00 
18,450.00 


Per capita 
Budgeted 
0.958 
0.820 
0.985 


Population 
1940 
29,303 
30,979 
18,718 


Greene 
Jasper 
Laclede 

The Jasper County Unit was estab- 
lished in 1940. It serves a population 
of 30,979 outside the limits of two 
municipalities of 37,144 and 10,585 
population, but includes control of 
venereal disease and tuberculosis within 
the two cities. These two counties are, 
therefore, similar in many respects. 

Laclede County by way of contrast 
is or was a purely agricultural com- 
munity of 18,718. The largest town 
in the county has a population of 5,000. 
The establishment of Fort Leonard 
Wood in the adjoining county created 
new problems for Laclede County and 
resulted in the establishment of the 
county unit in 1941. 

The personnel making up these three 
units naturally varies in number 
(Table 2) with the population served 
and increases apparently as the age of 
the unit increases. 

The time studied was a 2 week’ 
period, September 21 to October 5, 
1942. The units were visited on Friday 
and requested to begin the study the 
following Monday éo prevent change in 
the program that might have influenced 
the distribuyjon of time if the study was 


TABLE 2 


Personnel of Units 


Greene 

Full-time Part-time 
Medical 2 
Nursing 5 
Sanitation 1 
Clerical 1 


Total 9 


Full-time 


Laclede 


A 


Jasper 


Part-time Full-time 


1 0 


Part-time 


0 0 
0 0 
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TABLE 3 


Time Distribution in Hours for All Personnel and Percentage of Total Time in 
Service and Travel 


Travel 
Hours 
4.98 0.5 
13.00 8.75 


5 8.0 


Service 
Hours 
474.75 
364.25 


127.50 


0.07 
1.50 


2.50 39.2 


planned in advance. Each unit made an 
independent time study and reported 
the activities during this period. A 
summary of the time spent in adminis- 
tration, purely public health such as 
venereal disease, tuberculosis, preschool 
conferences, etc., and on medical care 
by all the professional staff revealed a 
surprisingly small percentage of time 
going into the medical care program 
Table 3). 

Medical care required from 4.8 per 
cent in Jasper County to 12.8 per cent 
in Greene County exclusive of travel 


time, while time spent on purely public 
health activities varied from 39.2 in 
Laclede County to 64.27 per cent in 


Greene, exclusive of travel. Sjnce the 
time of the sanitation officer would 
necessarily weigh the figure in favor of 
purely public health, his time was not 
counted, and the total time spent by 
the health officer, part-time medical 
staff, and the nurses on medical care 
was studied but changed the time dis- 
tribution relatively little, approximately 
2 per cent (Table 4). 

Although the time spent on medical 
care by the whole staff was a relatively 
small percentage of the total, the ques- 
tion of what was happening to the 


64.27 
62.60 


Public Health 


Medical Care 
Travel 
Hours 


Total 


Hours 


Service 
Hours 

738.6 

$82.2 

324.6 


16.62 
17.20 
19.90 


122.75 
100.18 
64.5 


health officer himself was considered. 
But here again the time spent by the 
administrator in actually giving medical 
care was comparatively small, being 7.3 
per cent in Jasper, 9.1 in Greene and in 
Laclede 19.46 per cent, exclusive of 
travel (Table 5). Administrative duties 
consumed from 16.8 per cent in Laclede 
to 46 per cent of the health officer’s 
time in Jasper County. Nursing time 
devoted to medical care is very low, 
varying from 2 to 8 per cent (Table 6), 
and this was usually spent in clinics 
(Tables 5-6). 

It would appear that the age of the 
unit has a definite influence on the dis- 
tribution of time spent in the three 
activities. The older the unit the less 
time spent on administration and the 
greater the time put into purely public 
health services and into the medical 
care. In the younger units relatively 
more time is spent by all personnel on 
office routines and less on public health 
and medical care (Table 3). 

The time consumed in total travel 
would seem to be somewhat influenced 
by the age of the unit but the difference 
found between the three units is small. 
The time spent in travel while rendering 
medical care consumed only 1 to 2 per 


TABLE 4 


Percentage of Time Distribution by Medical and Nursing Personnel 


Administration Public Health 


Travel 
14.6 


Service 
63.75 
58.50 
42.41 


Service Travel 
Greene 5 

Jasper 

La lede 


17.46 


Medical Care 

Travel 
1.37 
1.20 
2.80 


Service 

14.60 
5.7 

9.66 
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cent of the total travel while purely pub- 
lic health travel used 14 to 17 per cent 
of the total time. 

Although the units’ activities were 
being surveyed to find out what and 
how much the medical care part was 
taking away from the public health pro- 
gram, a report was requested from each 
of the units on the regular monthly re- 
port form (B-1427) for the study 
period. A review of the services ren- 
dered would seem to indicate that all 
phases of the health program were 
touched, and that there was no evidence 
that any part of the program of gen- 
eral health had been slighted for an- 
other, although the study period was 
very short and the sample may not be 
considered good. 

After seventeen years’ experience 
with an integrated public health and 
medical care program in one unit and 
twelve years’ experience in another, the 
results have seemed to warrant the 
courts being advised to establish new 
county units on this basis. There are 
now six of them in full operation in 
rural areas. This course has been 
deemed wise in view of the fact that 
county funds aie limited by statutes 
and by the Constitution, and generally 
are too small to pay for two local health 
services. Since the county courts are 
definitely responsible for providing 
some medical care program, it becomes 
essential to establish the integrated pro- 
gram under the administrative direction 
of the full-time health officer, if health 
units are to be developed throughout 
the rural areas. The cost of the com- 
bined programs is, of course, more than 
the cost of the usual type. The three 
units under study cost an average of 
$.92 per capita which is more than 
usually provided for rural local health 


work. However, in general it has beep 
found that the previous cost of medica] 
care alone to the county is sufficient to 
meet the county’s part in maintenance 
and operation of the combined unit 
under the diréction of the health officer 
The budgeted amounts per capita in 
Greene and Jasper Counties are not a 
fair evaluation of cost, since venerea] 
disease and tuberculosis are cared for 
in the total municipal as well as the 
county population (Table 1). 

None of the units conducting the 
combined program has ever had a stafi 
sufficient in number to render complete 
and adequate medical care and correc- 
tive dental programs. They have. how- 
ever, delivered good services, superior, 
it is believed, to the medical services 
rendered under the administration of a 
county judge or by a part-time county 
physician without the guidance of a 
full-time health officer. The services 
rendered in all fields of health both 
preventive and remedial have demon- 
strated to the community, by actual 
care of the sick and injured, the im- 
portance of the total health service 
which the purely public health activi- 
ties, by their very abstractness and in- 
tangible nature, could not possibly have 
done. 

It is now felt that in Missouri we 
have definitely passed through the ex- 
perimental stage. We believe that a 
combination of medical care and public 
health service is practicable, in that a 
combination unit under the single ad- 
ministrative direction of the health 
officer offers a unified service satisfac- 
tory to the court, and supplies the com- 
munity with both curative medical 
care and preventive service which is 
within the power of the tax payer to 


support. 
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Errors in Clinical Statements of 


Causes of Death 


Second Report * 


KURT POHLEN, Pxu.D., ann HAVEN EMERSON, M.D., 
F.A.P.H.A. 


Consultant in Statistics, W. 


K. Kellogg Foundation, Battle Creek, Mich.¥; 


and Professor of Public Health Emeritus in Residence, DeLamar Institute 
of Public Health, College of Physicians and Surgeons, Columbia 


University, New York, N. } 


HIS is the second paper of a series 
on “Errors in Clinical Statements 
of Causes of Death.” In using the word 
error,’ we do not necessarily mean 
real or serious diagnostic mistakes such 
as occur when, for instance, the clinician 
diagnoses an ulcer of the duodenum 
which proves at autopsy to be a carci- 
noma of the stomach, or when the 
pathologist finds that the aneurysm of 
the aorta is not due to syphilis, but to 
arteriosclerotic degeneration. 

Besides such incorrect statements we 
often find others which are only incom- 
plete diagnoses; for instance, if “ pneu- 
monia” is stated instead of the precise 
diagnosis, lobar pneumonia or broncho- 
pneumonia. In this group of partly cor- 
rect statements belong cases in which 
the clinician has given only the site or 
pathologic condition, or both, secondary 
to the primary disease. This is espe- 
cially true with metastasis of malignant 
tumors, and purulent infections. 


“Based upon 25,066 clinical and post-mortem 


s on causes of death. The Tables 1-5 
only an abstract of 19 diseases, the complete 
efer to every disease listed in the /nternational 

Causes of Death with numerous additional 
sions. The first report appeared in AJ.P.H., 
251 (Mar.), 1942. The final report, to be 

nnished in 1943, will be based on 40,000 autopsy 
rotocols and clinical histories from 30 different 
_ 1 Recently of the Bureau of Vital Statistics, New 
‘ork City Health Department. 


Both such groups of diagnostic errors, 
the incorrect and partly correct state- 
ments, are of a clinical nature. Com- 
paring the clinical diagnosis with the 
autopsy findings, we are in most cases 
in position to decide whether the clinical 
diagnosis was correct, partly correct, in- 
complete or incorrect. But dealing with 
the statistics of causes of death, we 
frequently find differences between clini- 
cal and pathologic causes of death as 
they are to be tabulated according to the 
International List of Causes of Death. 

For instance: A case in which the 
clinician has given the cause of death 
as “hypertensive arteriosclerotic heart 
disease” and the pathologist reports: 
“nephrosclerosis with hypertension and 
myocardial failure,” we decide that the 
clinical diagnosis is correct because the 
same condition was meant in both diag- 
nostic statements. The classification of 
these two statements according to the 
International List of Causes of Death, 
however, would place the clinical diag- 
nosis under No. 93d (hypertensive 
heart disease when no involvement of 
the kidneys is mentioned) and the 
pathologist’s statement under 131a, be- 
cause the arteriosclerotic kidney is men- 
tioned. Thus, we find the same clinical 
condition may be tabulated under two 
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different rubrics or numbers of the 
International List. In another illustra- 
tion, we find the opposite situation: 
when the clinician, without having made 
an operation or biopsy, diagnoses a car- 
cinoma of the gallbladder and the pa- 
thologist finds a sarcoma of the liver 
with obstruction of the biliary passages, 
we have a clinical error of site and kind 
of disease. Tabulation of either state- 
ments would, however, be under the 
name number, 46f (cancer of the liver 
and biliary passages). 

The first example is complicated by 
the lack of uniformity in clinical diag- 
noses and terms of the /nternational 
classification and brings both statements 
“arteriosclerotic heart disease” and 
“hypertensive cardio-vascular disease ” 
under the same number, 93d (chronic 
myocarditis without mention of rheu- 
matism), but the clinician means, in 
most cases, renal involvement when he 
states the condition to be that of hyper- 
tension. Of a similar nature are all cases 
where the clinician states: “ chronic 
rheumatic cardio-valvular disease ”’ 
without mentioning especially that the 
mitral valve is also affected. These cases 
must be registered under No. 92c 
(chronic myocarditis, specified as rheu- 
matic). The pathologist gives accurately 
the same diagnosis, but mentions in his 
report aortic stenosis and insufficiency, 
mitral stenosis and insufficiency and 
many secondary conditions caused by 
this “ chronic rheumatic cardio-valvular 
disease.” The result in tabulation is to 
list that case under 92b (chronic dis- 
eases of the mitral valve). We find later 
that the bulk of changes in clinical and 
pathologic assignments to numbers of 
the /nternational List for cardio-valvular 
and cardio-vascular diseases are due to 
such lack of uniformity of diagnostic 
statements. 

We have to mention the only further 
important source of changes in the sta- 
tistical tabulation caused by different 
assignment according to primary and 
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contributory causes of death. We haye 
in this group two possibilities: 

(a) cases in which both diseases, which o¢. 
curred simultaneously, have been diagnosed 
by éither clinical or post-mortem examing. 
tion, but where the clinician was of othe; 
opinion than the pathologist, as to whic 
disease shall be mentioned as primary ani 
which as contributory. 

(b) cases in which the disease, mentioned 
solely by the clinician, was verified by th, 
pathologist, who, however, found an ‘addi. 
tional or other condition of primary im. 
portance. We have, for instance, several 
cases of benign hypertrophy of the prostate 
(No. 137a), in which the clinician found 
beside the benign hypertrophy a carcinom 
of the prostate and mentions the malignant 
tumor in first place as primary cause of death 
and reports both conditions as the final 
causes of death. 


It is sometimes extremely difficult 1 
decide whether or not the clinician made 
a mistake, especially in cases belonging 
to group (a), and more so when the 
pathologist says afterward that the 
clinical opinion is correct also. 

The comparison of Errors in Clinical 
Statements, as they appear in the sta- 
tistics of causes of death, must there- 
fore consider both types of diagnostic 
changes of: 


(I) clinical nature 
(II) statistical tabulation 


Such a twofold and combined considera- 
tion of incorrect, incomplete, partly cor- 
rect, and correct clinical statements is 
the subject of this second contribution. 

Our first objective is to determine the 
accuracy of clinical statements with re- 
gard to the clinical nature of the diag- 
nosis. Every complete diagnosis consists 
or should consist of three statements 

(1) the cause of the disease 

(2) the organ which is affected 


(3) the manifestation and pathologic 
changes caused by the disease 


Illustration: “ ruptured appendicitis ” 
is complete; it gives the organ (appen- 
dix), the cause (infection), and the 
pathologic condition (rupture). “Arte- 
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riosclerotic cardio-vascular disease” is 
incomplete; it gives the organ (cardio- 
cular system in its entirety), the 
(arteriosclerotic degeneration), 
| fails to give the important mani- 
festation which may be that of a coro- 
nary sclerosis, nephrosclerosis, cerebral 
hemorrhage, etc. 

In the first report we did not attempt 
to evaluate the clinical statements re- 
garding the manifestation of diseases, 
because of the difficulties due to lack of 
uniformity in diagnostic definitions, espe- 
cially as far as the pathologic verification 
of clinical statements is concerned. We 
have, for instance, to remember that 
some manifestations of disease, removed 
by operations, cannot be seen at autopsy. 
Second: In this paper we intend to 
ompare the results of the statistics of 


causes of death with clinical considera- 
tions which must be based upon the 
Statistical classification of diseases in 
which only occasional manifestations 
are mentioned (such as cholecystitis: 
with and without mention of chole- 
lithiasis, the arteriosclerotic cardio-vas- 
cular and the rheumatic cario-valvular 
diseases, and the manifestations of 
tertiary syphilis, etc.) 

We have, however, distinguished in 
each case, between the site of disease 
and the cause of disease, and coded each 
clinical statement according to the de- 
gree of its correctness or incorrectness, 
topographically and etiologically. 

The following code was used for diag- 
nostic changes which are numbered from 
O to Y in twelve different items with 
corresponding meanings for the topo- 


Copes ror DraGNostic CHANGES 


Topographic 
Correct site is stated 


) (the statement is considered correct also 
in cases where the body as a whole is in 
affected, or the correct site was not found 


in either diagnosis) 


Only correct organ system or body system 


was mentioned 


Secondary area involved in extension of 
disease has been mistaken for primary site sion of disease has been 


ondary lesion) has been 
primary site 


Diagnosis 


Organ system or body 


Secondary site (metastasis or other sec- 
mistaken for 


Site of contributory disease, which is in- 
dependent of primary disease, has been 


mistaken for site of primary disease ease, 


region of sec- 


Etiologic 
Correct cause is stated 

(the statement is considered correct also 
cases where in neither diagnosis a 
specific cause but only a pathologic con- 
dition has been given) 

Only correct etiologic or pathologic grou; 
was mentioned 

ondition in exten- 
mistaken for 


Secondary pathologic 


primary cause 

Secondary pathologic condition subsequent 
to primary disease has been mistaken for 
cause of primary disease 

Specified cause of contributory disease, 
which is independent from primary dis 
has been mistaken for cause of 
primary disease 

Etiologic or pathologic group of secondary 


Diagnosis 


ondary site, which is different from organ 
system or body region of primary site, 
has been mistaken for primary site. 


Organ system or body region of contribu- 
tory disease, different from organ system 
or body region of primary disease, has 
been mistaken for site of primary disease 
Incorrect specified site, belonging to the 
same organ system of correct site and in 
close topographic relation 

Other specified incorrect sites 


Incorrect unspecified site, belonging to 
another organ system or body region 


No site of primary disease is given 


disease, subsequent to primary disease and 
different from etiologic or pathologic group 
of primary disease, has been mistaken for 
cause of primary disease 

Etiologic or pathologic group of contribu- 
tory disease has been mistaken for etio- 
logic or pathologic group of primary 
disease 

Incorrect specified cause or pathologic 
condition, belonging to the same etiologic 
group and in close etiologic relation 
Other specified incorrect causes or patho- 
logic conditions 

Incorrect unspecified cause, belonging to 
another etiologic or pathologic group 
Only a symptom or manifestation, not 
indicating a definite disease (cause) is 
mentioned 

No cause, pathologic condition or symp- 
tom is given 
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graphic and etiologic part of the 
diagnosis. 

O—means a correct diagnosis, where the 
pathologic statement is the same as the clinical 
statement. 

1—means incomplete statements, such as 
pneumonia instead of lobar or broncho- 
pneumonia, or urinary infection, etc. 

2—indicates the secondary area (or patho- 
logic condition, etiologically) involved in ex- 
tension of the disease. These are cases in 
which the form of the lesion (manifestation) 
plays its part, and to which a complicating 
extension of the process, e.g., a carcinoma of 
the prostate, involving ureters and bladder 
belongs. 

3 and 4—distinguish the secondary and 
contributory diseases, the former caused by 
the primary disease and the latter independent 
of it. 

5 and 6—are similar to 3 and 4, respec- 
tively; in 5 and 6 the site or cause is not 
given in precise but rather in unspecified 
terms, for instance, tumor of the urinary 
system. 

The other items are self-explanatory. 


A code number 00 means that the 
clinical diagnosis was correct, topo- 
graphically and etiologically; 10 means: 
incomplete topographic and correct etio- 
logic statement (e.g., the beforemen- 
tioned example of pneumonia); O01 
means: correct topographic, incomplete 
etiologic statement (e.g., tumor of pros- 
tate instead of carcinoma or benign 
hypertrophy of the prostate) ; 24 means: 
secondary site and contributory disease 
(e.g., a case of carcinoma of the stomach 
with metastasis in the liver diagnosed as 
liver cirrhosis when the liver cirrhosis 
was really present), but a case of car- 
cinoma of the stomach without meta- 
stasis in the liver, diagnosed as liver 
cirrhosis, when cirrhosis of the liver was 
present, would be coded as 44; 88 
means: a disease incorrectly diagnosed 
both topographically and etiologically. 

This large number of different code 
numbers is summarized in our report 
according to the group mentioned in the 
first column: correct, incomplete, partly 
correct, incorrect, and no diagnosis. 

We may refer first to Tables 4 and 5 * 
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dealing with 19 diseases of interest, ac- 
cording to frequency, statistical consid- 
eration and for other reasons. The 
tables are based upon slightly more than 
25,000 cases; the final report will deal 
with more than 40,000 cases. Our pre- 
liminary study includes each disease 
mentioned in the Jnternational List oj 
Causes of Death. Since these 5 tables 
and additional figures referring to a 
former similar study made upon material 
from Magdeburg contain 115 pages, we 
have summarized our results in the 
material presented here. 

Table 4 refers to the accuracy of to- 
pographic statements, disregarding the 
etiologic statements, and Table 5 to the 
accuracy of etiologic statements, disre- 
garding the topographic part of the 
diagnosis. We find 6 per cent of cases 
with incorrect site of diséase, and 10 
per cent with incorrect cause of dis- 
ease. The frequency varies among the 
diseases considerably, as we see in 
column 12. 

Column 10 indicates the percentage 
of contributory sites, or causes, taken 
as primary causes, and column 5 gives 
the results of the positive part of our 
study, the correct sites and causes, 
which are, about equally, slightly more 
than four-fifths of all cases. 

Table 3 combines the accuracy of 
statements regarding the clinical nature 
and the comparison of statistical tabula- 
tion for the same diseases. We have, at 
first, divided all cases whether or not 
the clinical diagnosis was correct, in- 
complete, partly correct, and incorrect 
(including with the latter group the 
cases with no diagnosis given). Under 
incorrect are included all cases in which 
either part of the diagnosis was incor- 
rect; i.e., that incorrect site but correct 
cause, or vice versa, renders the whole 


*The tables are numbered according to the se 
quence of the complete tables contained in Vol. 2 
Nos. 4 and 5, of “ Health and Statistics,” published 
by Kurt Pohlen. A limited number of copies of 
these tables are available to those interested. 
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diagnosis incorrect. Similarly, we de- 


fined as partly correct all cases in which 


at least one part of the diagnosis was 


partly correct, the other part may be 


better (incomplete or correct) but not 
incorrect, and so forth. 

Phen we distinguished in every group 
of “correct, incomplete, partly correct, 

incorrect” diagnosis the individual 
cases, whether or not the respective 
number of the Jnternational List was 
the same, if tabulation was made on the 
clinical diagnosis as it would have been 
had the pathologist’s statement been 
used as basis of tabulation. 

In column 6, for instance, 190 cases 
of chronic rheumatic endocarditis (No. 
9?c) are mentioned, where the clinical 
statement “rheumatic chronic cardio- 
valvular disease” was considered cor- 
rect, but where the additional findings 
at autopsy revealed the mitral involve- 
ment and called for a different classifica- 
tion under 92b. The same is true with 
the disease No. 93d, chronic myocarditis, 
not rheumatic, where beside 278 correct 
cases there were 265 others, mostly 
“hypertensive cardio-vascular diseases ”’ 
for which their international classifica- 
tion was changed due to insufficient 
definition of the disease. 

Table 3 is based upon the clinical 
diagnosis; all diseases being first sorted 
according to the /nternational List num- 
bers of the clinical statement. Then they 
were grouped according to the code as 
correct, incomplete, . . . etc., diagnoses. 

We can carry out the same operation 
in sorting all cases under the /nterna- 
tional List number according to the 
pathologist’s statements and consider 
how many of them were previously (at 
clinical examination) correctly, incom- 
pletely, etc., diagnosed. 

This is done in Table 2, which is ar- 
ranged in the same manner as Table 3. 
We see here again two diseases with 
large frequencies in column 6, but now 
No. 92b, chronic diseases of the mitral 
valve, and 131a, arteriosclerotic kidney, 


to which the corresponding cases of 
chronic rheumatic endocarditis, and 
chronic myocarditis, beforementioned, 
were transferred. It is not a mere coin- 
cidence that we find in column 6 of 
Table 3 (under disease No. 92c), and 
in column 6 of Table 2 (under disease 
No. 92b), exactly the same number 
of cases. 

The final figures for vital statistics, 
summarizing the experience of Tadles 
2 and 3, are given in Table 1, which 
refers to the classification according to 
the International List of Causes of 
Death only. Let us take, for illustra- 
tion, No. 46b, cancer of the stomach. 
The clinical examination resulted in 555 
cases classified under this rubric, of 
which 456 (col. 6) were verified by 
autopsy, which means that the patho- 
logical classification was the same for 
them. In 99 cases, however, their allo- 
cation in the IJnternational List was 
changed, 24 times due to incomplete or 
partly correct statements and 75 times 
due to real diagnostic errors. 

In addition to the 456 cases of clini- 
cally diagnosed and pathologically veri- 
fied cancer of the stomach, there are 
168 cases in which the gastric malig- 
nancy was discovered at autopsy only; 
90 times among them due to incomplete 
and partly correct statements, and 78 
times due to an incorrect diagnosis. 
This gives a total of 624 cases, which 
is 12 per cent higher than the figures 
compiled according to the clinical 
examination. 

The rate 12 per cent is listed in 
column 12 as coefficient of correction, 
which indicates the percentage to which 
the figures based on clinical statements 
must be increased or decreased when 
corrected by the figures based on the 
pathologist’s statements. 

In columns 10 and 11, are listed two 
types of indices of error. If we take 
again the example of carcinoma of the 
stomach, we find that this disease (or a 
disease which has the same /nternational 
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) was mentioned in 723 cases: 


; in both the clinical and patho- 
vical statement, 
; plus 75) times in the clinical state- 
only, which was not verified by 
itopsy, and in 
plus 78) times in the pathologic 
tements and not previously mentioned 
iny kind of gastric malignancy in the 
inical record. 


{mong the 723 cases, in which some 
kind of gastric malignancy was men- 
tioned, we find 456 correct and 267 (99 
plus 108) erroneous statements. These 
267 erroneous statements are 37 per cent 
of the total of 723 and this can be 
considered as the Index of Error. 

Based upon our studies on the differ- 
ence between incomplete, partly correct, 
and incorrect diagnoses, we may divide 
the Index of Error into 


1) the error of clinical diagnosis (col. 10) 
which includes both types of incorrect diag- 
noses (75 clinical statements not verified 
post-mortem and 78 post-mortem statements 
not observed clinically), and expresses the 
sum as a percentage of the total of all 
examinations in which cancer of the stomach 
is mentioned. 

the inadequacy of statistical tabulation 
11) which combines in the same manner 
hanges in the International classification 
to incomplete and _ partly correct 
ments 


rhe variation of the Indices of Error 
is seen in Table 1. We observe the large 
difference between the infectious diseases 
fever, tuberculosis of the re- 
spiratory system, and measles) and the 
organic heart diseases (endocarditis and 
myocarditis), but we see also the large 
lactor of partly correct diagnoses among 
the latter. 

hese facts cannot be discussed’ in 
detail here. We mention briefly, how- 
ever, the two other groups, representing 
the data from Tables 4 and 5 and indi- 
cating the accuracy of etiologic and 
topographic statements, separated from 
each other. 

Statistical studies like these about 


(scarlet 


$13 


which we are reporting cannot be easily 
compared with other similar studies. 
This is due to several causes: 


(1) Our present material is derived from 
outstanding hospitals. We might expect to 
find here relatively low “Indices of Error,” 
but we have seen that the statements of the 
best clinicians by reason of their exactness 
and completeness of diagnostic statements 
differ often in some details from the findings 
of expert pathologists. The better the patho- 
logic examination, the higher the per cent of 
error. 


(2) A nomenclature of diseases which goes 
into many details makes more changes in the 
statistical classification possible than a 
nomenclature which is less detailed. For 
instance: the previous International List 
(1929) mentioned chronic nephritis only. 
Today (1938 list), we have a division into 
arteriosclerotic kidney and other chronic 
nephritis. _ Numerous cases of chronic 
glomerulonephritis which proved to be 
arteriosclerotic kidney are, in the present 
study, considered to be incorrect diagnoses; 
they did not indicate a change in the sta- 
tistical tabulation before the last revision of 
the International List took place in 1938. 


CONCLUSION 

We recognize that we all are inac- 
curate, partly because we do not have 
the means to establish and express the 
truth completely. There are inaccuracies 
in vital statistics, but we do not think 
that vital statistics are therefore worth- 
less or should be discarded or unused. 
On the contrary, by identifying the loca- 
tion and degree of errors, we are in the 
position to offer valuable aid to the 
clinician and the pathologist in diag- 
nosis, and we increase the information 
which statistics can offer by making 
manifest those errors which so often are 
used to discredit vital statistics. In this 
way, the former cause of unreliability 
becomes a source of genuine information. 

The statistics which we have pre- 
sented herewith and those presented last 
year would be incomplete if we should 
not have tabulated the direction of diag- 
nostic changes. Now we know how 
often a diagnosis has been incorrect, but 
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we do not know yet which new diagnosis 
took the place of the one first given. 
We are, therefore, preparing tables that 
show each individual change of diag- 
nosis and all combinations of diagnoses 
with each other. 

We are preparing to make the same 
(or similar) tables as for the clinical 
and pathologic cause of death, for the 
comparison between the diagnosis at ad- 
mission to hospital and at autopsy. 
Furthermore, we are sorting our records 
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according to cases with operation, biops, 
electrocardiogram, etc. 
Finally, we are preparing tables piy. 
ing the combination between priman 
and secondary conditions, on one hané 
and the various contributory disease 
on the other hand (each separated from 
the other). These tables based po, 
autopsy findings, will then include th 
various secondary conditions and mayi- 
festations in order to give a complete 
picture of the cause of death. 


‘ 
| 
4 
att 
| 
+ 


Simplified Procedures in 
Tuberculosis Control 


H. R. EDWARDS, M.D., F.A.C.P., anp 
A. B. ROBINS, M.D., Dr.P.H. 


Director, Bureau of Tuberculosis; and Supervisor of Clinics, Bureau of 
Tuberculosis, Department of Health, New York, N. Y. 


VERY tuberculosis administrator, 

health officer, and worker in the 
tuberculosis control field will be faced 
with greatly increased problems from 
this time forward until more nearly 
normal conditions are restored in the 
world. A large number of physicians, 
nurses, and other trained personnel are 
now serving this country in the armed 
and more will follow in the 
coming months. At the same time 
there is evidence to show that since 
1938 the rate of decline of the tuber- 
culosis death rate has been definitely 
The rise of tuberculosis in 
Great Britain and other countries 
directly involved in the war should be a 
warning to this country, for in a large 
degree the same problems of reduced 
standards of living will become opera- 
tive here as there. This problem of 
more to be done and less to do it with 
will demand a more realistic and prac- 
tical program than has been followed 
by many in the past. 

If the traditional procedures used by 
many clinics for years in clinic super- 
vision are continued, it can only result 
in a greatly increased case load per 
unit of physicians’ or nurses’ time. Up 
(oa certain point this may be absorbed, 
but if exceeded the individual handling 
of the case can only be maintained by 
longer working hours of the staff, or by 
the elimination of unproductive rou- 
tines, thus releasing more professional 


forces 


slowed 


time for the really significant case. 
There can be no debating the point 
that whatever plan is used, it must be 
efficient and effective. The physicians 
who remain will find their other duties 
increased as well as those in the clinic, 
so that more time in the clinic will be- 
come more and more difficult to 
provide. 

The need for such simplification of 
procedure has confronted the Bureau of 
Tuberculosis in New York City for 
many years, and considerable effort 
has been given to analyzing the produc- 
tivity of our procedures. As a result, 
over the past few years we have made 
a number of changes which may appear 
radical to others, but which have in our 
experience greatly expanded the effec- 
tiveness of our staff, with no sacrifice of 
expert attention for the individual case. 

The success of these procedural 
changes is best illustrated by an analysis 
of the volume of our work. In an 8 
year period, from 1933 to 1941, there 
has been an increase of 70 per cent in 
the number of individuals seen in our 
regular clinics. During the same time 
the number of clinic visits increased only 
26 per cent. It has been in part this 
saving in visits that has permitted the 
clinic staff to accommodate the greatly 
increased case load and still provide 
more effective service to the individual 
patient. During the period covered by 
the fiscal years 1938-1939 to 1940— 
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1941 the number of physicians’ sessions 
has remained almost constant, despite 
the fact that there was an increase of 
11 per cent in new individuals examined 
in the regular clinic, and an increase of 
over 90 per cent in the number of indi- 
viduals examined in mass surveys. 

These simplified procedures have 
been arrived at through analysis of our 
clinic activities, special studies of spe- 
cific problems, and review of the ex- 
perience of other workers in the field. 
Most important, they have been based 
on consideration of the fundamental 
philosophy underlying clinic tubercu- 
losis control activities. This calls for 
acceptance of the fact that it is not 
humanly possible so to supervise all 
contacts, much less all so-called suscep- 
tible individuals in the community, 
that all lesions will be detected in their 
incipient stages. Furthermore, it also 
calls for the realization that medical ex- 
amination and routine supervision of 
exposed or susceptible individuals will 
not of itself prevent the development of 
a lesion. At best, periodic supervision 
can only hope to detect a lesion in its 
earliest phase. We have had occasion 
to observe that some cases will develop 
lesions in spite of close supervision, and 
frequently the lesion that develops is 
advanced at the time it is first noted. 
We have seen a moderately advanced 
lesion appear within a period of 11 days 
after a negative chest x-ray film. 

In our services an effort has been 
made to develop greater responsibility 
on the part of the individual patient. 
This is done by encouraging the phy- 
sician to spend more time with the 
patient, instructing him as to his condi- 
tion, how to take care of it so as to pro- 
tect himself and others, and as to the 
need for periodic medical supervision. 
The importance of reporting promptly 
at any time symptoms may appear is 
stressed. This type of education is 
reinforced by a nurse’s conference with 
patients for whom further instruction 
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is needed. The use of an appointment 
system for patients makes it possible 
for the doctor and nurse to devote ade. 
quate time to this activity. It has 
been our experience that sufficient jp. 
telligent effort devoted to the case a 
the time a lesion is found, or among 
those that-seem to present a special 
risk due to close and intimate exposure 
will accomplish more in prevention and 
the detection of early lesions tha 
routine requests for revisits of all mem. 
bers of a household irrespective of their 
importance. The value of this type oi 
educational approach has been full 
justified. 

The problem of tuberculosis control 
is essentially the same _ everywhere 
therefore, the principles of the procedure 
set forth here should be equally valu- 
able and applicable in the rural or urban 
clinic. We do not believe these prob- 
lems or the methods of solution pre- 
sented are indigenous to New York 
City. 

In the first instance we have applied 
sound business principles of adminis- 
tration to our service. The objectives 
of the service must be clearly defined 
before any constructive procedure can 
be set up. We have therefore defined 
our objectives: first, to find tubercu- 
losis, and second, to supervise the case 
found so that he will not be a source 
of infection to others and, so far as 
possible, bring his disease to a stage oi 
arrest. A third objective has been | 
select from the susceptible population 
those most likely to develop the disease 
and supervise them during the period 
of greatest risk. 

Having determined our objectives and 
procedures, we have taken pains to see 
that every physician on our staff and 
every nurse in the department has been 
fully apprised of the underlying phi- 
losophy and the why’s and wherefore 
of every step. This has been accom- 
plished through group conferences and 
discussions by small groups of the staff 
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each member has been free to 
he discussion. As a result, the 
staff are working unitedly and 
rently toward a common goal. 
major clinic procedures in the 

f Tuberculosis can best be dis- 
in terms of the answers to the 
ng questions: 

m shall we examine? 

shall the examination 

shall we record it? 
how long a period, and how often, 
patients ? 


consist of, 


supervise 


SHALL We EXAMINE IN THE 


CLINIC? 
Four types of cases are examined in 
services— 
Cases of tuberculosis 
Associates of cases of tuberculosis 
Persons with pulmonary symptoms 
Persons in susceptible groups on the 
sex, race, or economic status 


clinic 


ol age, 
Cases of pulmonary tuberculosis con- 


stitute a small but important part of 
ur clinic case load. Active cases must 


be given periodic supervision while 


awaiting hospitalization. Certain indi- 
viduals with productive or partly fibrotic 
lesions of doubtful stability are suit- 
able for home care and should be ob- 
served at frequent intervals in the 
clinic. A few active cases in need of 
institutional care, who refuse to enter 
a hospital, also require clinic super- 
vision. Most cases of this type should 
be forcibly detained in the hospital if 
necessary, and every attempt is made 
so to handle them in our service. 

Most of the cases of pulmonary 
seen in the clinic are 
and have come to us after a 
institutional care, or have 
reached the arrested stage without 
treatment, or even knowledge of their 
These cases require careful 
supervision until complete stability is 
issured, particularly during the time 
when normal activity or productive 
employment is being resumed. 

Issoctates of cases of tuberculosis 


tuberculosis 
arrested, 


period of 


disease. 
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form a large part of the clinic popula- 
tion. These are of two general types, 
which we designate as possible source 
cases and contacts. 

Possible Source Case: An adult in- 
dividual in intimate association, in or 
out of the family, with any of the fol- 
lowing types of cases: 
tuberculosis 
pulmonary 


active 
cases of 


a. Cases of 
b. Closed 
tuberculosis 
c. Cases of tuberculous meningitis 
miliary tuberculosis 
surgical tuberculosis (lymph 
skin, abdomen, genitourinary 


primary 
chronic 


d. Cases of 
e. Cases of 


nodes, bones, 


tract, etc.) 


Contact: An individual other than 
a parent, or older relative or associate, 
who has been in intimate and prolonged 
or repeated association with an open 
case of chronic pulmonary tuberculosis 
within the preceding 2 years. 

The open case of chronic pulmonary 
tuberculosis is considered to be one 
with a positive sputum, or evidence of 
cavity by x-ray, and therefore pre- 
sumably infectious. The significance 
of this distinction will be brought out 
in connection with the discussion of 
standards of supervision. 

Persons with pulmonary symptoms— 
The third group of individuals com- 
monly seen in the clinics are those per- 
sons seeking examination because of 
pulmonary symptoms. Many cases of 
this type are referred by social agen- 
cies and welfare organizations, but an 
increasing number are presenting them- 
selves as a result of the more effective 
health education of the past few years. 
Included with this group are those in- 
dividuals sent to the clinic consulta- 
tion service by private physicians. The 
consultation service for private phy- 
sicians is constantly expanding, and 
serves a very useful function in making 
available to the doctor a complete chest 
examination, including x-ray, by ex- 
perienced specialists for those patients 
who would otherwise be unable to 
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afford such a service. The diagnosis 
and recommendations for such patients 
are sent to the referring physician 
directly. 

Persons in susceptible groups—The 
fourth group, and an increasingly more 
important one, is composed of persons 
examined because of the greater like- 
lihood of their developing tuberculosis, 
and not for any of the reasons cited 
previously. The increased suscepti- 
bility of these individuals is related to 
their age, racial stock, economic status, 
character of employment, and similar 
factors. Our principal approach to 
this group is through mass x-ray sur- 
vey examinations, which have been 
extended to over 600,000 individuals in 
New York City since 1934. 

More recently we have attempted to 
decentralize much of this work and 
carry out surveys of selected susceptible 
groups in the local clinics. While the 
numbers examined in this manner are 
smaller per clinic than the mass exami- 
nations, they will in the end reach 
thousands more and utilize to the fullest 
extent our local x-ray facilities. 


Wuat SHALL THE EXAMINATION CoNn- 
SIST OF AND How SHALL WE 
Recorp Ir? 

Adequate clinical examination and 
record keeping are fundamental to any 
clinic service worthy of the name. 
This has frequently been taken to 
mean that a complete history, with de- 
tailed information concerning all of the 
patient’s previous illnesses, a general 
physical examination, tuberculin test, 
sputum analysis, and radiographic ex- 
amination must be done on each pa- 
tient. This we are firmly convinced is 
neither necessary nor practical. Our 
main problem is to find tuberculosis. 
Therefore for the majority of patients 
a simplified procedure is entirely ade- 
quate. We employ the various diag- 
nostic aids according to the following 
indications: 
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X-ray examination—All patients re. 
ceive a posterior-anterior chest roept. 
genogram at the time of their initia) 
admission to the clinic, and at each 
periodic supervisory visit. Paper film 
is used routinely and has proved ep. 
tirely satisfactory for the initial x-ray 
and for repeat films on previously nega- 
tive cases. The cost of 14x17 paper 
x-ray film is a little more than one. 
third that of corresponding size celly- 
loid films. The latter medium js 
reserved for rechecking doubtful cases 
and in the follow-up of lesions of an 
unstable character. Special positions 
are taken only when indicated by the 
initial film or by fluoroscopy. We feel 
that.the x-ray is the basic method of 
diagnosis in all cases and has no 
adequate substitute. 

Fluoroscopy—An attempt is made to 
fluoroscope all new patients and all 
patients in whom it may provide addi- 
tional information. We do not sub- 
stitute it for x-ray, as it does not pro- 
vide a permanent record and cannot be 
reviewed. 

Tuberculin test—The tuberculin test 
is used to furnish an index of infection 
for purposes of supervision and not as 
a method of selection for x-ray. It is 
applied to adolescent and young adult 
contacts who have been removed from 
the source of infection. Those found 
negative are not considered contacts 
and are not followed further. We also 
use it in infants under 3 years of age 
on whom it is frequently difficult to 
secure satisfactory films. Occasionally, 
the tuberculin test is used as an aid in 
differential diagnosis. In all the above 
instances an initial x-ray is taken 
Our reasons for not using the tuberculin 
test as a basis of selection for x-ray are 
practical and not a lack of confidence 
in the test. Experience has clearly 
shown that the application of two 
tuberculin tests with return on both 
occasions for reading, followed by x-ray 
in 20-35 per cent of cases, is not an 
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procedure. Considerable 

ind effort is spent by doctor and 

ind both child and parent are 

ly disturbed by the repeated 

eedles. In many instances the 

ails to complete the tuberculin 

receive the x-ray when the test 

tive. The repeated visits required 

often a financial burden to the 

ily. All this is obviated by the use 

of a paper film at small cost, and the 

detection of non-tuberculous pulmonary 
conditions is facilitated as well. 

Physical examination — It is our 
opinion that the routine physical ex- 
amination is not a productive method 
of diagnosis, and we have eliminated it. 
Physical examination is employed only 
when indicated by a history of signifi- 
cant pulmonary symptoms or in cases 
showing pulmonary lesions by x-ray or 
fluoroscopy. 

History—An elaborate history is not 
necessary for every patient coming to 
a tuberculosis clinic. In our service a 
complete folder type record is made out 
only for cases with symptoms highly 
suggestive of pulmonary disease, and 
for known cases of pulmonary tuber- 
culosis. The records for all other pa- 
tients are made on 5 by 8” cards. 
When used for a contact, this card pro- 
vides complete information concerning 
the source case and his association with 
the patient. When used for a case, the 
card provides a list of common pul- 
monary symptoms to be checked. Space 
for x-ray interpretation and notes on 
revisit is present on the reverse side. 
This is the only record ever made out 
for the patient unless a pulmonary 
lesion is found on the initial or a sub- 
sequent film. In such instances the 
complete folder type record is made out 
at that time. 

Sputum—Sputum examination is per- 
formed on all patients with a productive 
cough, and all specimens are routinely 
concentrated in our laboratory. The 
analysis is repeated as often as indi- 
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cated clinically and is supplemented by 
gastric analysis and culture when 
necessary. 

Two other short cuts in procedure 
are employed in our clinics. All x-ray 
films are interpreted in accordance with 
a numerical code. This code, which 
has been published previously,’ classi- 
fies all types of intrathoracic pathology 
or anatomical variation commonly en- 
countered in a chest roentgenogram by 
means of a three digit number (e.g., 
chronic pulmonary tuberculosis, active, 
minimal—931). The code number does 
not replace the written description of 
the x-ray, but does make it unnecessary 
to rely on a vague or confusing x-ray 
description. The code is also employed 
to indicate the diagnosis, and has been 
adopted in all branches of our service, 
being used by doctors, nurses, and 
clerks with facility. The numerical 
character of the code makes punch card 
tabulation simple, and detailed analysis 
can be made through its use that could 
not be done otherwise. 

In an attempt to meet the problem 
of the increasing demand on our steno- 
graphic service, we have introduced a 
standard form to be used in reporting 
the results of examination of patients 
to physicians or agencies. Up to the 
present such forms have only been used 
in reporting on cases showing no 
pathology. This has proved highly 
successful and we are now planning to 
employ a mimeographed letter in which 
the diagnosis and recommendation can 
be indicated by checking the appro- 
priate box. We recognize that a form 
letter is not entirely desirable and this 
is indicated on the letter in the form 
of a statement explaining the necessity 
for the use of the form letter because 
of the present emergency conditions. 


For How Lone A Pertop, AND How 
OrTeEN SHALL WE _ SUPERVISE 
PATIENTS? 

The most important problem facing 
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any organization engaged in clinic tu- 
berculosis control work is the choice of 
standards of supervision for patients of 
various types attending the clinic. There 
has been a great tendency in the past to 
avoid meeting this problem through the 
adoption of a policy best described as 
“ following everybody forever.” Such 
a program is neither sound nor prac- 
tical. Public health agencies operate 
on limited budgets and money spent in 
unproductive activities is always di- 
verted from other more useful fields. 
Our objective must always be to work 

“pay dirt,” which means selective 
clinic supervision and standards based 
on the relative importance of various 
groups as sources of case finding. In 
our service cases are supervised in ac- 
cordance with the following standards: 

Diagnosed cases of tuberculosis— 

a. Active—An attempt is made im- 
mediately to hospitalize all obviously 
active cases. If this is not possible they 
are periodically supervised in accord- 
ance with their clinical needs. If they 
are recalcitrant and considered a 
menace in their households or to the 
public, steps are taken to detain them 
forcibly in a hospital. 

Cases presenting findings of ques- 
tionable activity are observed at fre- 
quent intervals, monthly if necessary, 
until a decision as to their status is 
reached. Their subsequent care will 
depend on the findings at that time. 

b. Arrested—Arrested cases are ob- 
served at 6 month intervals for 18 
months after the diagnosis of arrest is 
made. If at that time their condition 
has remained stationary, they are clas- 
sified as apparently cured and observed 
as indicated below. 

c. Apparently cured — Apparently 
cured cases are observed at yearly in- 
tervals. Those lapsing from attendance 
after 3 years are discharged. There is 
considerable question in our mind as to 
the necessity for follow-up of appar- 
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ently cured cases, and this problem js 
now being studied. 

d. Pleurisy with effusion (tubercy. 
lous )—If a pleural effusion is present 
or has been present in the preceding 
6 months, such cases are recommended 
for sanatorium care. Those not insti. 
tutionalized, or seen for the first time 
more than 6 months after the acute 
stage has subsided, are observed at ¢ 
month intervals for a period of 5 years 

Possible source cases—All possible 
source cases receive an initial exami. 
nation including chest radiograph 
Those found negative are so classified 
and discharged from further supervision 

Contacts: Contacts are divided into 
four major groups: Infants (0~3 years 
of age), children (3-10 years of age), 
adolescents and young adults (10-25 
years of age), adults (30 years of age 
and over). 

a. Infants — Infants are tuberculin 
tested and radiographed on admission 
If negative, they are retested every 6 
months as long as they remain in con- 
tact with the source case. If Mantoux 
is positive, they are re-x-rayed every 6 
months. This procedure is followed 
until they reach the 3rd year of age. 
Unless there is evidence of an active 
tuberculous lesion by the 3rd birthday, 
all such children are discharged. The 
parent is instructed to bring the child 
back if intercurrent respiratory symp- 
toms develop. 

b. Children—Children examined be- 
tween 3 and 10 years of age are not 
tuberculin tested but are routinely 
x-rayed. If the x-ray shows no evidence 
of an active tuberculous process the 
child is discharged. 

c. Adolescents and young adults— 
Adolescents and young adults with a 
history of previous exposure to an open 
case occurring just prior to, or during 
adolescence are tuberculin tested. Those 
failing to react are discharged. If the 
reaction to the tuberculin test is posi- 
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if the contact is still exposed to 
n case of tuberculosis, super- 

; continued to the age of 25, at 

month intervals during the first 2 

years, and yearly thereafter. 
“ Contacts first seen between the ages 
of 20 and 25 are followed for 5 years 
after the last known exposure, at 6 
month intervals for 2 years, and yearly 
for the next 3 years. 

Recent evidence would seem to indi- 
cate that the maximum period of risk 
for contacts is during the first 5 years, 
and particularly during the first 2 
vears, after the termination of exposure, 
irrespective of the age of the contact. 
We are considering confining the super- 
vision of adolescent and young adult 
contacts to a 5 year period after con- 
tact is broken, but examining such 
patients every 6 months during this 
period. 
d. Adults—Our present policy calls 
for the supervision of adult contacts for 
a 2 year period after admission to the 
clinic. They are seen at 6 month in- 
tervals during the first year, and again 
at the end of the 2 year period. If the 
contact is very intimate supervision 
may be continued longer. 

We have serious doubts as to the 
significance of exposure in adult life, 
but recent studies on the frequency of 
conjugal tuberculosis warrant the adop- 
tion of a conservative policy in the 
handling of adult contacts. 

Non-contacts: Persons coming to 
the clinics for various reasons other 
than exposure to tuberculosis are 
routinely x-rayed. If found negative 
they are discharged. 

Filing of records and x-rays—The 
problem of how to file records and 
x-rays is one that faces every clinic. 
The clinician would like to see them 
preserved indefinitely on all cases. 
The nurses and clerks working with the 
records must have them kept so that 
they can be promptly located, and filed 
in such a way that counting or analysis 


of the file can be readily done. Sooner 
or later it becomes impossible to meet 
the wishes of both medical and clerical 
staff completely. Either the files be- 
come so large that too much time is re- 
quired to locate records, or they become 
so crowded that they must be cleared 
for lack of space. It is our feeling that 
filing can be arranged to serve ade- 
quately all the above purposes. 

The physician needs the history and 
x-rays of cases showing pathology for 
the continued supervision of the patient, 
or for comparison if the lesion should 
reactivate at a later date. The nega- 
tive records are chiefly of interest in 
the event that the individual returns 
later with a lesion. The physician is 
always interested in comparing the 
films to see if perchance he may have 
missed the incipient lesion on the first 
film. Experience has taught us that 
such comparisons are primarily of 
academic importance, for, in the final 
analysis, action must be taken on the 
basis of the most recent film or physical 
findings. Consequently we concentrate 
on preserving records of cases with 
pathology. Such records are retained 
in our local clinic stations for 3 years 
after supervision is discontinued or the 
patient has lapsed from supervision. 
The records are than transferred to a 
central storage unit, abstracted on a 
3x 5° card giving the essential data in 
regard to diagnosis, sputum, and treat- 
ment, indexed and given a number, and 
the abstract card filed. The x-rays are 
photographed on 35 mm. microfilm and 
given the corresponding number and 
stored in a letter size file. Should the 
patient subsequently return, the ab- 
stract card and an 8x 10" print of the 
x-ray made from the microfilm are sent 
to the local clinic. The photographic 
copy provides an excellent reproduction 
of the original film, and the use of 35 
mm. microfilm practically eliminates the 
x-ray storage problem. 

For some time the same system was 
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used for records and x-rays of negative 
cases not in need of further supervision. 
We now feel that little is gained by re- 
taining microfilm copies of negative 
x-ray films, and we have discontinued 
the practice. An abstract card is made 
out for such cases, the negative x-ray 
diagnosis entered on it, and the card 
filed. The x-ray is then promptly de- 
stroyed. Due to the limitations of 
filing space in our clinics we are now 
considering abstracting records of cases 
not in need of supervision immediately 
on discharge, rather than 3 years later. 
It is our firm conviction that every 
clinic, whether large or small, with 
ample or limited filing space, at some 
time must clear its case record and x-ray 
files. If the x-rays to be removed are 
ever to be referred to again, it is use- 
less to pile them in bundles in a dusty 
basement or storeroom. Photography 
on 35 mm. microfilm provides an effi- 
cient, relatively inexpensive, perma- 
nent method of storage. 

Even with rapid clearance of records 
to central storage, the handling of the 
records and x-rays remaining in the 
clinic presents many filing problems. 
An average sized clinic, seeing 4,000 to 
5,000 patients yearly, will accumulate 
several thousand records within 3 
years. If these records are kept in one 
continuous file, whether indexed alpha- 
betically or numerically, considerable 
time must be spent in locating, remov- 
ing and refiling them. The important 
cases under active supervision will tend 
to be lost among those no longer at- 
tending the clinic, and any counting of 
the file will be almost impossible. For 
this reason our case record files are 
divided. The current file contains the 
records of cases scheduled to return in 
6 months or less. It is small and easily 
reviewed or counted. The non-current 
file contains the records of all other 
cases. Both are arranged alpha- 
betically. A master index or tally file 
of the names of all patients who have 
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attended the clinic is kepi for ready 
reference. 

X-rays are filed numerically, th 
patient receiving a new X-ray number 
each time he is x-rayed. All previoys 
films are brought forward and filed 
under the most recent number. |p 
this way the films of patients who have 
not attended the clinic for some time 
remain in the back of the file, and the 
current x-rays are all filed together 
We start our numbering system over 
again at number 1 each year to facili- 
tate clearance of the x-ray files on a 3 
year basis. We use open steel shelving, 
extending from floor to ceiling and 
adjusted to accommodate standard 
14x 17° films in envelopes, for filing 
x-ray films. The use of a numerical 
system in which x-rays are constantly 
brought forward, and open shelves, has 
made locating, removing and re-filing 
of films rapid and efficient, and has 
required a minimum of file space. 

Appointment system — An appoint- 
ment system has been developed in our 
clinics. It requires some time to 
accustom the patients to this plan, but 
in the end it tends to schedule the clinic 
load at a level that can be reasonably 
accommodated at each clinic session. 
This results in more prompt clearance 
of the individual case, a fact that is 
deeply appreciated by the patient. 

A postal card is sent to all patients, 
who have been given appointments 6 
months or more in advance, a week 
prior to their due date at the clinic. It 
is estimated that this reminder is ade- 
quate in 50 to 60 per cent to assure 
the attendance of the case. If the first 
appointment is not kept, another is 
made by postal. If there has been no 
response, the available records are re- 
viewed by the physician. This is 
where a routine x-ray becomes valu- 
able. The tendency with physicians is 
to be conservative, and they therefore 
request return visits for many on gen- 
eral principles; however, if it is found 
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peration is impossible and the 

vas negative, many cases can be 

from the file without fear of 

an important case. It must be 

ed that i00 per cent codperation 

ver possible unless police powers 
ilable. 

Sanitary Code of the depart- 

iakes ample provision for pupils 

ll personnel in schools and food 

rs, as well as others where a 

tuberculosis problem exists. 

an be exclud d from their work 

satisfactory examination has 

made, or in very selected cases 

may be forced into a hospital for 

such examination. This authority is 

used with’ great discretion. It is ap- 

plied to pupils and school personnel, 

and food handlers refusing to codperate, 

almost as a routine; to others on the 

basis of the seriousness of the problem 

presented. 


SUMMARY 


rhe urgency of the times requires the 
elimination of every unproductive pro- 


cedure in the tuberculosis control 
program if the tuberculosis adminis- 


trator and health officer are to meet the 
increasing demands for clinic service, 
in the face of decreasing personnel. 

The factors under which tuberculosis 
develops are the same everywhere, and 
sound procedures that are effective and 
efficient in one place may be applied in 
another, be it rural or urban in 
character. 

Tuberculosis administrators must first 
clearly define their objectives and the 
procedures necessary for their accom- 
plishment. They must then make cer- 
tain that all those working with them 
clearly understand each step in the 
program. The result will be a coérdi- 
nated and intelligent approach accom- 
plishing the maximum service with the 
least expenditure of effort and funds. 

These principles have been adopted 
by the Bureau of Tuberculosis of the 
Department of Health in New York 
City with unquestioned success. The 
major principles involved in our plan 
have been presented in such a way that 
it is hoped any clinic handling tuber- 
culosis cases can reap the same benefits 
in effective and efficient service that we 
have realized. 
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Accomplishments in Cereal 
Fortification’ 


R. C. SHERWOOD, Px.D. 


Vice-President, Special Commodities Division, General Mills, Inc., 
Minneapolis, Minn. 


ROBABLY no other food and nutri- 

tion program has advanced so rapidly 
as the national movement to fortify 
cereal foods with vitamins and minerals. 
Such progress would not have been 
made without the codperative efforts of 
industry, public health workers, and 
government officials, prefaced by exten- 
sive research. 


BACKGROUND OF THE FORTIFICATION 
PROGRAM 

The background of enrichment of 
cereal foods, and the chain of events 
leading to the establishment of a stand- 
ard for enriched flour by the Federal 
Security Agency may be reviewed in 
the Cereals, in- 
cluding wheat, corn, oats, rye, and rice, 
are food items of great importance in 
the American dietary. Before many of 
the vitamins had been discovered, ani- 
mal feeding tests as early as 1919° 
showed the differences in nutritive value 
of various portions of the wheat kernel, 
which we now know were due largely to 
variations in water-soluble vitamins. 

We now have simpler and more direct 
methods, chemical, microbiological, and 
fluorometric, for measuring many of the 
vitamins, which are more rapid and 
accurate than the time-consuming ani- 
mal bioassays, and have contributed in 


* Presented before the Food and Nutrition Section 
of the American Public Health Association at the 
Seventy-first Annual Meeting in St. Louis, Mo., 
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no small measure to the rate of progress 
in vitamin researches. In fact, without 
the development of rapid quantitative 
methods, the determination of the 
vitamin content of natural foods such 
as whole grains, and the control of the 
vitamin content of manufactured foods 
would not have been possible. Without 
the fortunate coincidental synthesis and 
commercial production of certain vita- 
mins required for cereal fortification, 
the large scale fortification program 
now under way in the cereal industry 
could never have been undertaken. 

Enriched flour in its present form has 
resulted from a combination of factors 
For more than a generation it has been 
recognized that whole wheat flour con- 
tains growth-promoting factors not pres- 
ent in the same concentration in white 
or patent flour. With this in mind, 
whole wheat flour has been advocated 
for its nutritive value. In spite of many 
efforts to popularize whole wheat bread 
because of its vitamin and mineral con- 
tent or its roughage, it has not met 
with great favor. For many years the 
sale of whole wheat flour has repre- 
sented only 2 or 3 per cent of the total 
flour sales in the United States. 

Some years ago, suggestions of nutri- 
tionists and consumer interest in vita- 
mins prompted some millers and bakers 
to produce specialty flours and breads 
with enhanced vitamin value to supple- 
ment or replace whole wheat bread 
The specialty flours have contained 
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ent percentages of the wheat kernel 
in many cases have been fortified 
vitamin preparations and mineral 
While breads made with 


wilh 


compounds. 


these specialty flours are regarded favor- 


vi 
more pronounced wheat flaver and 


higher vitamin content, nevertheless 
they continue to remain specialty 
products, with far less consumer accept- 
ance than white bread. 

When pure forms or potent concen- 
trates of certain of the vitamins, par- 
ticularly thiamine and niacin, became 
commercially available and prices were 
lowered, it was then possible to produce 
white flour reinforced with vitamins and 


by some people, because they have 


minerals. 


SETTING A STANDARD FOR FLOUR 

This was the situation when the 
U. S. Food and Drug Administration 
announced a public hearing on a new 
standard for flour. At this hearing in 
September and November, 1940, repre- 
sentatives of flour milling companies 
and others requested the privilege of in- 
cluding added vitamins and minerals to 
improve the nutritive value of wheat 
flour. Sherwood * proposed a definition 
for a new vitamin-mineral restored flour, 
suggesting required ingredients (recal- 


TABLE 1 


Vitamin and Mineral Specifications for 
Enriched Flour and Enriched Bread 


Minimum Levels 
Bread 
Modification 
Suggested 
at Bread 
Hearing 
mg /Ib 


Flour 

Proposed 
Federal 
Standard 


Federal 
Standard 


ingredient 


Required 
Thiamine 
Riboflavin * 
Niacin 
Iron 

Optional 
Calcium 00 
Vitamin D 250U.S.P. 160 U.S.P. 150 U.S.P. 
* Effective date of addition postponed until April 

20, 1943 


culated to mg. per lb.) as follows: 
thiamine 1.9, riboflavin 0.9, iron 18.0, 
calcium 180. Nicotinic acid was pro- 
posed as optional ingredient, a suitable 
figure to be set later. The amounts were 
selected so patent flour could be re- 
stored to whole grain level and thus a 
very substantial nutritional contribution 
could be made to the American dietary. 
There was debate regarding ingredients 
and levels, and eventually a definition 
and standard of identity for enriched 
flour was promulgated by the Federal 
Security Agency.* 

The present standard for enriched 
flour, and the proposed standard for en- 
riched bread, are shown in Table 1. 

The bread standard has not yet be- 
come official, but by gentleman’s agree- 
ment, enriched bread conforms with the 
vitamin and mineral specifications here 
shown. During the bread hearing, 
July and August, 1941, suggestions 
were made to raise the thiamine, niacin, 
and iron levels to the figures shown in 
the third column of Table 1. If these 
raises are made in the final standard, a 
corresponding increase in the vitamin 
and mineral levels in enriched flour will 
also be required. 

The Examiner who conducted the 
bread hearing has not yet reported his 
‘ findings of fact’ and made his recom- 
mendations in this matter; therefore the 
specifications listed in the first two 
columns of Table 1 are now operative, 
with the exception of riboflavin, the 
effective date of which has been post- 
poned until April 20, 1943, because of 
the scarcity of riboflavin.* 


PRACTICAL PROBLEMS IN PRODUCTION 
OF ENRICHED FLOUR 
Comparison of the enriched flour 
standard with average vitamin and iron 


* AutTHor’s Notre Since this paper was presented, 
Federal Security Agency again postponed the effec- 
tive date of riboflavin requirement in flour, and also 
announced a new hearing to review and modify 
vitamin and mineral specifications for enriched flour 
and bread (See Federal Register, Mar. 18, 1943.) 
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TABLE 2 


Comparison of Enriched Flour, Plain Flour 
and Whole Wheat Flour 


Thiamine 
Riboflavin 
Niacin 
Iron 


values for patent flour and whole wheat 
is shown in Table 2. 

Natural grains vary in content of 
protein, ash, fat, and carbohydrates, de- 
pending upon variety and environment 
during growth, therefore it is not sur- 
prising to find variations in vitamin 
content. Analyses of many samples of 
wheat have been made in our labora- 
tories. Using these data and others 
from published literature, we have cal- 
culated that two-thirds of the samples 
tested range as follows: thiamine 1.9 to 
2.8 mg. per Ib.; niacin 23.4 to 29.2 mg. 
per Ib.; iron 16.1 to 24.1 mg. per lb. 

The vitamins and minerals of wheat 
are not uniformly distributed through- 
out the kernel. The outer layers of the 
kernel and the germ are richer in vita- 
mins and minerals than the inner endo- 
sperm. Thiamine is the most unequally 
distributed. Patent flour, which is com- 
prised almost entirely of endosperm, has 
about one-seventh the thiamine concen- 
tration of whole wheat. Of the total 
thiamine in the wheat kernel, the endo- 
sperm contains about 25 per cent, the 
germ about 15 per cent, and the outer 
layers of the kernel about 60 per cent. 
While these values show how the thia- 
mine exists in the natural grain, they 
do not give a true picture of the thia- 
mine content of the various products of 
milling, as the commercial process of 
milling wheat flour does not permit a 
sharp separation between the various 
tissues of the wheat kernel. 


1943 


The distribution of thiamine in th 
fractions of wheat milling is shown jp 
Table 3. The distribution of thiamine 


TABLE 3 


Thiamine Content of Wheat and Vil 
Products * 


(Averages of samples from several commercial » 


Thiamine Co» 
Milling Yield 
Calculated 
Per cent of 
Cleaned 
W heat Mg. per ib. 
(approximate) Average 
Patent flour 63.0 0.31 
First clear flour 7.0 1.36 
Second clear flour ms 5.61 
Red Dog flour : .45 
Germ .40 
Shorts .89 
Bran .25 
Cleaned wheat .28 


* Based on data found in references 10 and |! 


Thiamine 
tn W heat 


niacin, and riboflavin in products of 
wheat milling differs widely as shown 
graphically in Figure 1. As the miller 
lengthens extraction of flour in the range 
between 70 and 80 per cent, there will 
be a sharp increase in thiamine, mod- 
erate increase in riboflavin, and rela- 
tively little increase in niacin. 
Enriched flour can be made in two 
ways—retention, and supplement. The 
first is accomplished by modifying the 
flour milling process to produce a long 
extraction flour, by selecting and blend- 
ing various mill streams particularly 
rich in vitamins and minerals. This type 
of flour will yield bread intermediate in 
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appearance between white and whole 
wheat bread. Enriched flour made in 
this manner is apparently poorly ac- 
cepted by consumers in the United 
States. The optional ingredients, if used, 
t be supplemented. Also riboflavin, 
later required, must be supple- 
ed. as the mill streams will not 

e enough. 
rhe second method requires addition 
to white flour of thiamine, niacin, and 
iron. Riboflavin must be added also 
after April 20, 1943. The vitamins may 
be used as pure compounds or as vita- 
min concentrates. At present thiamine 
and niacin are available in pure form, 
and probably this form is used exclu- 


sively. There are several forms in which 


iron may be added; most common are 
ferrum reductum, iron phytate, and 
sodium iron pyrophosphate. Incorpora- 
tion of these substances in white flour 
to make enriched flour is not difficult, 
but accurate control of mechanical feed- 
ers is necessary, and thorough blending 


of the vitamins and minerals with the 
flour to form a homogeneous mixture is 
imperative. Usually this is accomplished 
by first making a “master mix’’ con- 
taining the vitamins and minerals and a 
suitable diluent, so that a fraction of 1 
per cent of the mix will contribute to 
the white flour the right amount of 
vitamins and minerals to yield enriched 
flour 

Enriched bread can also be made in 
two ways. It should be obvious that 
enriched bread will be obtained when 
enriched flour is used in any bread 
dough, whether baked in the home or 
in a commercial bake-shop. The other 
method is to add a_ predetermined 
amount of a vitamin and mineral sup- 
plement when mixing the dough. Two 
kinds of supplements are in common use 
in bake-shops: (1) concentrated mix- 
tures of the vitamins and minerals either 
in bulk or in pressed tablets; (2) en- 
riched yeast to which has been added 
the necessary vitamins and minerals. 
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Enriched bread, whole wheat bread, and 
white bread are compared in Table 4. 


TABLE 4 


Comparison of White Bread, Whole Wheat 
Bread and Enriched Bread 
Mg. per lb. 


Whole Wheat 
Bread 
1.34 


White Enriched Bread 
Bread Proposed Standard 


Thiamine 
Riboflavin 0.82 
Niacin 13.0 
Iron 12.0 
Above breads made with 6 per cent dry skim milk 


Extensive experiments have been 
made to determine whether baking af- 
fects the vitamins. Thiamine is the only 
heat-labile vitamin in this group. Har- 
rel, et al.,’* have reported that the 
average loss of thiamine is 16 per cent 
under medium baking conditions—30 
minutes at 425°.'% Somewhat lighter 
baking causes only 10 per cent loss. 
Nearly all the loss occurs in the crust. 
The crumb does not reach the tempera- 
ture of the oven, barely exceeding the 
temperature of boiling water. In later 
experiments ** the loss of thiamine in 
yeast-leavened loaves was found to be 
independent of the source of the vita- 
min. Both whole wheat bread and en- 
riched bread show the same loss in 
baking. No loss of riboflavin was found 
during normal baking. Niacin is also 
stable under normal baking conditions. 
Likewise iron retains its nutritive value in 
bread. Thiamine loss in bread is small 
compared with cooking of meat, in 
which losses range from 0 to 57 per cent 
when meat is cooked in various ways.'® 

In 1939 Taylor’ favored a program 
of improvement in nutritive value of 
foods, and said: ‘“ We should first seek 
retention of the native vitamins, then 
restoration when advantageous, then 
fortification when warranted, leaving 
medication to the last, applicable to 
regions and groups where ingestion of 
vitamins as food components encounters 
exceptional difficulties.” He also stressed 
the importance of separating prevention 
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from treatment of vitamin deficiency 
diseases. Enrichment of flour and other 
cereal products as now practised may 
be classed as restoration of fortification, 
and is clearly a preventive measure. 
The amounts of vitamins and minerals 
are designed for maintenance, not for 
treatment of diseases, in accordance 
with his proposal. 

Dr. Taylor further stated, correctly, 
in April, 1939, that protective restora- 
tion with synthetic vitamin B-1 was 
feasible in milled products from the 
technical standpoint, but at that time 
was impracticable on grounds of price. 
What progress has been made since 
then! Less than two years later en- 
riched flour with added thiamine, niacin, 
and iron was being manufactured at 
the rate of about one million barrels 
per month; millions of pounds of en- 
riched bread were being made each 
month by bakers and homemakers; and 
cereal breakfast foods fortified with 
vitamins and minerals were being pro- 
duced in excess of five million pounds 
per month. 

In February, 1941, several of the 
flour milling companies started pro- 
ducing enriched flour and commercial 
bakers began makihg enriched bread 
according to the formulae proposed by 
the Food Committee of the National 
Research Council. Enriched family flour 
(the type retailed by grocers) and en- 
riched bakers’ bread have continuously 
been supplied to the public since that 
date. In a short time after enriched 
flour was placed on the market, 25 to 
35 per cent of the family flour was 
enriched. A year later estimates indi- 
cated that at least 50 per cent of the 
family flour was enriched. The curve is 
still going upward. It is now estimated 
that 65 per cent of the family flour is 
enriched. The government is now buy- 
ing enriched flour for our armed forces. 

In order to induce all millers to en- 
rich all of their mill-controlled brands 
of family flour, a movement was started 
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a few months ago by the Millers Na. 
tional Federation to secure pledges from 
milling companies. The pledge list a; 
of September 16, 1942, included 2)5 
These mills produce more than 
65 per cent of the family flour sold jp 
the United States. According to the 
agreement, when the pledges reach 9 
per cent the mills will enrich all of their 
mill-controlled family flours. A large 
number of the mills, including thos 
that produce the largest volume of 
family flour, have been making enriched 
flours since the program started over a 
year and a half ago. Manufacturers and 
blenders of self-rising flours are also en- 
deavoring to get all of their group to 
sign up in a campaign for enrichment. 
Further, a survey of several hundred 
private brands of flour, including the 
chain stores, has shown that a consider- 
able number of the top brands are 
already enriched, and others soon will 
be. In addition a large percentage of 
the owners of private brands are pre- 
pared to enrich their secondary brands. 

Because commercial bread production 
is carried on in thousands of shops and 
no shop distributes nationally, it is not 
easy to make an accurate determination 
of the amount of enriched bread being 
made. Surveys have been made, how- 
ever, that indicate that between 70 and 
80 per cent of the white bread made by 
commercial bakers is enriched. It varies 
in different areas, in some localities as 
high as 90 per cent is enriched; in 
others, where public demand has not 
been great, a small fraction of white 
bread is enriched. 

The production of enriched flour by 
the miller, and enriched bread by the 
baker, is not obligatory under federal 
regulations although it has official sanc- 
tion of the Federal Security Agency. 
However, two states, South Carolina 
and Louisiana, have passed laws requir- 
ing enrichment of all flour and bread 
sold within their borders. Elsewhere 
the miller may make either enriched 


| 
> 
4 
ti 
bail 


Vol. 3 CEREAL FORTIFICATION 


flour or plain flour, or both; the baker 
has the same choice.* If, however, the 
miller chooses the enriched type, the 
,ber, kind, and amounts of enrich- 
gents must be in accord with the 
prescription written by the Federal Se- 
curity Agency, and labelling must com- 
ply with the regulations of the Food 
and Drug Administration. As always in 
such situations, federal regulations are 
enforceable whenever interstate ship- 
ments are made. 
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RESTORATION IN CEREAL FOODS 

Restored or fortified cereal breakfast 
foods have a different legal status from 
enriched flour, with the exception of 
enriched farina, which has the same 
vitamin and mineral specifications as 
enriched flour. Other types of cereal 
foods may be restored to whole grain 
levels or fortified at other levels at the 
discretion of the manufacturer. Restora- 
tion of cereal foods has been encouraged 
by the National Research Council 
through its Food and Nutrition Board, 
and by the Council on Foods of the 
American Medical Association. The 
Council on Foods has granted its Seal 
of Acceptance when manufacturers have 
applied and conformed with the Coun- 
cil’s regulations. 

The Food and Nutrition Board of the 


"The Food Distribution Administrator ordered that 
bakery white bread must be enriched after Janu- 
18, 1943, for the period of the war emergency 

FDO 1.) 
f In August, 1939, the Council on Foods of the 
American Medical Association stated 1: 

If vitamin B-1 is to be added to foods, those 
which naturally furnish this vitamin but have 

t it in processing should be the foods selected for 
restoration. The addition of vitamin B-1 to 

milled cereal products thus appears to be justifiable.” 

Later™* the Council on Foods said: 

Should the manufacturer desire to improve the 
ritive value of his product” (referring to break- 

t foods) “the Council believes that it is proper 

to do this within reason. The Council has accepted 

foods that can be considered as general 
foods when they have been fortified with 
amounts of salts of calcium, iron, and 
‘amine. A value now has been adopted for maxi- 
= restoration of breakfast cereal foods with 
riboflavin.” 


break fast 
purpose 


moderate 
th 
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National Research Council has adopted 
several resolutions setting up broad 
basic objectives for food fortification. 
Included in these resolutions is a recom- 
mendation for appropriate enrichment 
of flour and bread, and of corn meal. 
The board recommends that every prac- 
ticable effort be made to retain all 
natural nutrients, especially thiamine, 
niacin, and iron, in the processing of 
cereals; and further states that when 
loss in processing is unavoidable their 
restoration to whole grain levels is 
desirable. 

Thus it is seen that the addition of 
vitamins and minerals to flour and other 
cereal foods has received the endorse- 
ment of nutritionists who have given 
serious consideration to the nutritional 
needs of the American public. The cereal 
industries are codperating to improve in 
vitamin content foods which are already 
well known for their protein and caloric 
values and for their palatability. 

Problems differ in the restoration of 
various cereal foods. Those made from 
refined cereal products will be lower 
than whole grain in thiamine, riboflavin, 
niacin, and iron, and therefore require 
supplement of all these factors. Those 
made from whole grains rarely need 
fortification with riboflavin, niacin, and 
iron, but require addition of thiamine if 
any of this heat-labile vitamin has been 
destroyed by processing. In such cases 
thiamine addition is made at the end of 
the manufacturing process. The natural 
content of three cereals is recorded in 
Table 5. 


TasBLe 5 


Natural Vitamin and Mineral Contents 
of Cereals 


Average Values—Mg. per ib 


Constituent Whole Wheat Whole Corn 


Thiamine 
Riboflavin 
Niacin 
Iron 
Calcium 


Oatmeal 

2.3 ? 3.5 

0.6 0.¢ 0.6 

26.0 7.0 7.0 

20.0 12.0 16.0 

140.0 140.0 200.0 

Phosphorus 1,600.0 1,400.0 1,800.0 


cf 
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The fortification of cereal breakfast 
foods is a common practice now. Many 
brands, available everywhere, are re- 
stored to natural grain levels or supple- 
mented to some extent if vitamins or 
minerals have been lost in processing. 
Thiamine, niacin, riboflavin, vitamin D, 
iron, calcium, and phosphorus are being 
used as supplements in various cereal 
products, made with wheat, corn, and 
oats. It is possible that rice similarly 
fortified will be produced commercially 
in the future. 

In conclusion I wish to quote from 
an address by Dr. Robert R. Williams *” 
given last winter: 


Enriched bread and flour can be brought 
to everyone in six months if we have the 
whole-hearted support of every nutritionist, 
physician and social worker. No one need 
apologize for advocating something less than 
perfection. Every good movement has to 
begin somewhere: let us begin with that 
feature which promises a major, a universal 
and a prompt benefit. Success in this will 
only enhance the power and prestige of the 
entire nutritional program. Failure in this 
will embarrass and largely sterilize the rest, 
for we cannot pretend that these long term 
objectives are essential for this time of na- 
tional crisis. If enrichment fails now (and I 
must remind you that it has not yet succeeded 
here or elsewhere), it cannot be revived within 
our lifetime. The industries, once disillu- 
sioned, cannot be persuaded to take up the 
torch again. 


In the months since Dr. Williams 
spoke in this manner there has been 
substantial increase in the quantity of 
enriched flour and enriched bread sup- 
plied to the American public. His goal, 
however, has not yet been attained. 
Greater public demand for enriched 
flour, enriched bread, and _ restored 
cereal foods seems necessary to convince 
all millers, bakers, and cereal manufac- 


turers that all flour, bread, and cere 
offered for retail sale should be enriched 
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Association of Other Malignant 
Tumors with Cancer of the Skin 


HERBERT L. LOMBARD, M.D., F.A.P.H.A., anp 
SHIELDS WARREN, M.D. 


VVassachusetts State Department of Public Health, and the Laboratory of 
Pathology of the Harvard Cancer Commission, Boston, Mass. 


’ spite of great interest in the im- 
nunological aspects of cancer, there 
satisfactory biologic or chemical 
tests of cancer susceptibility or cancer 
immunity that may be applied to human 
beings. For that reason the approach to 
the problem must be considered from 
the statistical standpoint. While con- 
siderable data have been accumulated 
in this field, there is need for still 
further information. 

Workers in the field of public health 
are particularly well situated to obtain 
these necessary statistical data. At the 
present time there are some divergent 
viewpoints as to the réle of suscepti- 
bility and immunity in human cancer. 
It has been generally accepted by sur- 
geons, radiologists, and others dealing 
with the care of cancer patients that 
immunity does not exist, but there is a 
probability that some individuals are 
more susceptible to the disease than 
others. The behavior of recurrences and 
metastases of malignant tumors in hu- 
man beings would lead one to feel that 
there is no specific immunity developed 
by the existence or eradication of a pri- 
mary growth. Since we have no way of 
knowing what portion of the population 
is susceptible to the initial development 
of a tumor, it is difficult to obtain valid 
information as to whether certain indi- 
viduals are more or less susceptible to 
the development of tumor than are 
others. 
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The observations of Warren and 
Gates":* suggest that there exists an 
individual susceptibility to the develop- 
ment of a second malignant tumor in 
those persons who have already de- 
veloped one such tumor. A contrasting 
hypothesis of great interest has been 
developed by Peller, namely, that “A 
cured tumor leaves protection of the 
body against the development of other 
malignant neoplasms.” He has collected 
a considerable mass of statistical data 
to support this hypothesis, but its valid- 
ity hinges in part on the assumption 
that a relatively small proportion (one- 
fifth) of the total population is actually 
susceptible to the development of malig- 
nant tumors, and in part on the assump- 
tion that case records of cancer patients 
in hospitals have complete histories 
regarding previous cancers. If these 
assumptions can be thoroughly estab- 
lished, much weight should be given to 
Peller’s suggestion that existence of such 
protection might make it advisable to 
induce easily cured cancer to protect 
against those cancers developing in sites 
where cure is difficult or even impossible. 

Peller*® recently discussed the findings 
obtained from 5,876 cancer records col- 
lected from several different sources. 
These records were studied for notations 
of previous cancers. Among these rec- 
ords 40 were found which noted the 
existence of previous cancers. It was 
estimated that one-half of these might 
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have been synchronous. Peller estimated 
the number of former cancer histories 
he would expect to find among these 
5,876 cancer records, using as a base 
the age-sex specific death rates for 
cancer in Vienna in 1933 and 1934. 

He based his estimates on three postu- 
lates. “ First, a cured malignant disease 
is not followed by an increased resist- 
ance of the body against the develop- 
ment of a second primary tumor. Second, 
of all carriers of a surface malignancy 
only 66.6 per cent survive; of all women 
suffering from breast or genital cancer 
only 20.0 per cent were cured; of all 
other cancer patients only 2.0 per cent 
do not succumb to this disease.” Third, 
“under usual circumstances, for more 
than four-fifths of all persons over 40 
years old the cancer risk is practically 
zero. Under these normal circumstances 
they are not susceptible.’ 

Since from his calculations he ob- 
tained an expected figure of 225.6 cases, 
which exceeded the observed 40 cases, 
Peller believed that he had established 
his hypothesis that “A cured tumor 
leaves protection of the body against 
the development of other malignant 
neoplasms.” 

An opportunity to check the findings 
of Warren and Gates by other data 
derived from Massachusetts has pre- 
sented itself in the series of cancer cases 
studied in state-aided cancer clinics of 
the Commonwealth (Series A). This 
material is particularly valuable in that 
the patients have been kept under ob- 
servation for considerable periods of 
time and the development of tumors 
among this carefully followed population 
has been determined with a high degree 
of accuracy. Here, then, is an ideal 
means of checking the frequency of the 
development of tumor among those indi- 
viduals who have had a previous cancer, 
either superficial or internal. Whether 
or not patients who have had a skin 
cancer are actually cured of their cancer 
of the skin is difficult to say, inasmuch 


as the studies on cutaneous cancer‘.: 
have shown that these lesions are py, 
nearly so easily cured as is commonly 
assumed and that recurrence, someting: 
early and at times very late, or eye 
metastasis, may occur. While the jp. 
mediate hazard to life of cutaneoy 
cancer is not great, the morbidity rate 
is very high. 

The Massachusetts Cancer Program 
has been in operation for slightly over 
15 years. The follow-up of the patients 
seen in the state-aided cancer clinic 
has been excellent, with a lost case 
record of about 2 per cent. Series 4. 
Tables 1 and 2, comprise an analysis 
of 1,990 clinic admissions for cancer 
between 1927 and 1930. The earlier 
cases have been followed for 13 years 
and the later cases for 10 years. In 
this series of cases, therefore, we have 
the advantage of long and careful medi- 
cal observation. In this group of pa- 
tients 5.9 per cent developed a second 
cancer. The incidence per person per 
year of observation was 1,195 per 
100,000. An expected number of cases 
to compare with the 117 observed sec- 
ond malignances was computed. The 
incidence rate per person-year was 
assumed to be the death rate plus the 
cure rate. The percentage of cures was 
established to lie between 15 and 22 
per cent of all cases, and the deaths 
between 78 and 85 per cent of all cases 
When the maximum and minimum in- 
cidence rates were applied to the person- 
years, the expected number of metachro- 
nous cancers lies between 80.4 and 85.6 
The difference between the observed 117 
and an expected situated between %¢ 
and 86 is significant and would suggest 
a greater susceptibility to an additional 
cancer among individuals having had 
one cancer. 

In order to obtain data more near|\ 
comparable to those of Peller, we have 
chosen two other series of cases (Series 
B and C, Table 1). Series B comprises 
those cases over the age of 50 admitted 
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this records were scanned for 
previous admissions to the clinic for 
other tumors, and the mathematical 
computations used by Peller were re- 
peated on these data. In order to pro- 
vide a check on these cases from the 
clinics, a group of 200 consecutive 
cases of cancer admitted to the Palmer 
Memorial unit of the New England 
Deaconess Hospital was studied to de- 
termine whether the past history re- 
lerred to previous occurrence of a 
malignant tumor in a given individual. 

[t must be kept in mind in evaluating 
a series such as this that, although the 


clinics in 1939. In 


series 


staff at the hospital has been particu- 
larly interested in making adequate 
records and the histories are as complete 
as it is possible to make them under 
practical conditions, not a few cases of 
cured cancer will be missed. Many 
elderly patients have faulty memories; 
others forget that a tumor, to them of 
minor importance, such as a small skin 
cancer, may have been destroyed; still 
others may not have been told by their 
physicians that they have had a cancer. 
Consequently, as would be expected, our 
Series B and C show considerably fewer 
observed cases than does Series A. 
Series B and C are not directly com- 
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parable with Series A, because Series A 
is an actual study of the subsequent 
fate of a case which has been treated 
for a cancer, and Series B and C are 
retrospective studies, necessarily much 
less accurate, of patients now presenting 
themselves with a cancer. 

However, since Peiler’s data were 
based on a retrospective study, we felt 
it was only fair to include in our ma- 
terial data comparable with his. 

Peller believes that only one-fifth of 
the population is susceptible to cancer 
and in calculating his expected rates he 
has used this fraction of the population 
rather than the total. This figure seems 
to be based on little more than specula- 
tion, since it is based on death rates 
with an increment added for cured 


cases, and since he postulates that all 
susceptible individuals develop cancer. 
While this may be true, it is at variance 
with the generally held belief that ab- 
sence of exciting cause may prevent the 
development of cancer in a susceptible 


individual. Until more information is 
available, it seems useless to estimate 
the proportion of susceptible individuals 
in the population. 

Table 1 shows the relationship be- 
tween observed and expected of the four 
series. The expected of Series B, 74.33, 
is based on Vienna rates and the assump- 
tion that 20 per cent of the population 
are susceptible to cancer. If 100 per 
cent susceptibility is assumed, the ex- 
pected would be reduced to 14.9 with 
Vienna rates and 7.2 with Massachusetts 
rates. If Massachusetts rates are used, 
and an assumed susceptibility of 40 per 
cent, the observed and expected of 
Series B would be practically identical. 
Thus the difference between observed 
and expected can be made negligible by 
altering the percentage of susceptibles. 

The expected in Series A does not 
depend on assuming a susceptible part 
of the population as has had to be done 
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in the other three series, since we are 
dealing with a cancer population. The 
observed numbers of second cancers 
significantly differ from the expected 
calculated from the death rate plus q 
cure rate. 

Peller concluded that “A cured tumor 
leaves protection of the body agains, 
the development of other malignant 
neoplasms. This remnant protection, 
though not unfailing, is strong enough 
to justify endeavors to change the dis- 
tribution of cancers by site.” This con- 
clusion is not confirmed by our data. 
A careful follow-up of cancer patients 
reveals a larger number of second can- 
cers than a retrospective study which 
seeks evidence of multiple malignancy 
from preceding history. The expected 
rates computed by Peller are misleading, 
inasmuch as Vienna death rates, 1933- 
1934, were used rather than the experi- 
ence in this country at the period at 
which risk was present, and an assumed 
susceptibility of 20 per cent was 
postulated. 


CONCLUSION 
There is a greater susceptibility to 
cancer in persons having one cancer 
than in the normal population. Whether 
this susceptibility is caused by the first 
cancer or is inherent in the individual 
is not known. There is no evidence to 
assume that the presence of a skin can- 
cer inhibits other cancers. If anything 
the evidence points to the contrary. 
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Four Years’ Use of the Kahn 
Presumptive Test as a Screening 
Agency in the Serology of Syphilis’ 


E. L. WEBB, anp T. F. SELLERS, M.D., F.A.P.H.A. 


Georgia Department of Public Health Laboratories, Atlanta, Ga. 


FFORTS of the U. S. Public Health 

Service in recent years toward con- 
trol and eradication of venereal diseases 
has resulted in a considerable increase 
in the number of specimens of blood 
submitted to laboratories of state health 
departments for the serologic tests for 
syphilis. In order to examine expediti- 
ously this continuously increasing vol- 
ume, it has become necessary for some 
of these laboratories to seek out and 
employ a supersensitive test as a screen- 


ing agency for negative reacting ‘speci- 
mens. These specimens represent about 
80 per cent of the load even in those 


laboratory. We have been employing the 
Standard Kahn test for several years. 

The purpose of this paper is to give 
the results obtained in a four year use 
of the Kahn Presumptive test as a 
screening agency in the serodiagnosis 
of syphilis in the laboratories of the 
Georgia Department of Public Health. 
Although this test was not devised by 
its author primarily for this purpose, it 
has proved to be an efficient means of 
conserving the time of both the tech- 
nicians and those whose duty it is to 
cleanse and prepare the glassware for 
re-use. 


TABLE 1 
Routine Application of the Presumptive and Standard Kahn Tests, 1938-1941 


Presumptive Test 


Specimens 


664,459 


aboratory 
Albany Branch 80,223 


Waycross Branch 101,824 


Total 846,506 


states where the incidence of syphilitic 
infection is the highest. 

Some serologic diagnostic procedures 
employ serum and antigen in more than 
one proportion. The selection of the pro- 
cedure is a matter of choice with the 
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Negative 


Per cent 


Negative 
9.4 


Positive or Doubtiul Positive or Doubt{/ul 


Table 1 gives the number of speci- 
mens examined in our laboratory system 
during the years 1938-1941 inclusive, 
with the results obtained by the Pre- 
sumptive and Standard Kahn tests. It 
is to be noted that of 846,506 speci- 
mens examined by the three labora- 
tories, 70.9 per cent were reported 
negative by the application of an easily 
performed one tube procedure. It is be- 
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Standard Test 
Per cent 
— 
72.5 27.5 18.1 
66.2 33.8 21.7 12.1 
ee 64.3 35.7 21.5 14.2 
es 10.9 29.1 18.8 10.3 
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TABLE 2 
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Specimens Giving Negative Reactions by the Presumptive and Positive or Doubtful Reaction, 
by the Standard Kahn Test, 1938-1941 


Presumptive Test 


Laboratory Negative 
Central 


Waycross Branch 


Total 


lieved that the larger proportion of the 
survey type of specimen examined in the 
Central laboratory, and the differences 
in the incidence of syphilitic infection 
in the areas served, are responsible for 
the percentage variation reported nega- 
tive by the Presumptive test in the three 
laboratories. 

The percentage of positive reactions 
reported by the Standard test in these 
laboratories month after month stands 
in this same seemingly fixed order as 
presented in this table. 

A variation bearing on the practical 
application of the screen test in different 
laboratories is shown in the percentage 
of specimens failing to confirm by the 
diagnostic procedure. The two branch 
laboratories, especially the Albany labo- 
ratory, serve sections where malaria is 
much more prevalent than elsewhere. 
In our studies’ on non-syphilitic pa- 
tients infected with malaria, it was 
observed that the Presumptive more 
frequently gave positive reactions than 
the Standard Kahn test. 

A large percentage of specimens ex- 
amined at the Waycross laboratory 
come from counties where the U. S. 
Public Health Service has conducted for 
the past several years a traveling clinic 
administering treatment to a large por- 
tion of the colored population. It is 
readily conceived that specimens from 
these intensively treated cases may more 
often than usual yield positive reactions 
by the Presumptive, and negative re- 
actions by the Standard test. 


Standard Test 


A 
— 


Negative Positive or Doubt 


For the purpose of developing speed 
in performance, trainees in the Central 
laboratory, after acquiring the neces- 
sary skill, perform the Standard test on 
some of the sera found negative by the 
Presumptive test. If they find a positive 
reaction on any of these sera, then both 
tests are repeated by a more experienced 
technician for confirmation. 

The Waycross laboratory was re- 
quested by the U. S. Public Health 
Service to perform for a period of time 
both tests on all specimens submitted 
from counties in which an intensive case 
finding and treatment program was 
being instituted. 

It will be observed, in Table 2, that 
of the 17,486 specimens examined by 
both tests, only 12, or 0.07 per cent, 
gave positive or doubtful reactions by 
the Standard test, and negative reactions 
by the Presumptive test. Nine of these 
12 specimens gave definitely atypical 
positive reactions by the Standard test, 
which is to be expected. Three of them 
gave typical minor reactions which can- 
not be explained, unless occasioned by 
a rare low titer zone phenomenon. One 
of the atypically reacting sera had to be 
diluted 8 times before a positive reaction 
was obtained by the Presumptive test. 

Usually the atypically reacting sera 
will give sufficient reaction in the Pre- 
sumptive test to be detected, thus en- 
abling one to withdraw the specimen 
for examination by the Standard test 
The number of specimens which would 
yield positive or doubtful reactions by 
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intra-state evaluation studies in this 
same 4 year period. It will be observed 
that the sensitivity ratings of the Per- 
sumptive Kahn test in the three labora- 
tories are in very close agreement. The 
specificity ratings are in conformity to 


dard test, if applied, but which 

detection by the Presumptive 
negligible. 

TI question might well arise as to 

the quality of work done in these labo- 

ries. Table 3 presents the composite 


TABLE 3 


erage Ratings of Sensitivity and Specificity in National Serology Evaluation 
Studies, 1938-1941 


Presumptive Kahn Test 
on — 


Specificity Sensitivity 


Standard Kahn Test 
Sensitivity Specificity 


74.5 100.0 


83.9 990.9 


76.4 100.0 


oratory 83.8 


comparative ratings of the Control labo- 
ratory and the Central laboratory in the 
National Syphilis Serology evaluation 
studies during the period of time cov- 
ered in this study. It is observed that 
the spread in sensitivity between the 
Presumptive and Standard tests is 9.4 
per cent in the Control laboratory and 


7.4 per cent in our Central laboratory. 
{ greater spread, of 10.3 per cent, in 


the screening efficiency portrayed in 
Table 1, although these specimens were 
collected in an area served routinely by 
the Central laboratory. The ratings for 
the Standard test lie well within the 
limit for acceptable performance. It is 
to be noted that all specimens in Tables 
3 and 4 giving nonspecific reactions by 
the Presumptive test gave negative 
reactions by the Standard test. 


TABLE 4 


Ratings of Sensitivity and Specificity in Intra-State Evaluation Studies, 


Presumptive Kahn Test 
A. 


Laboratory Sensitivity 


Central 91.4 
Albany Branch 91.6 


Waycross Branch 91.2 


the sensitivity of these two tests, as 
revealed in Table 1, is to be expected. 

General biologic and pathologic con- 
ditions, which may give positive reac- 
tions in the Presumptive test, are more 
frequently encountered in the rank and 
fle of specimens received by public 
health laboratories than in those speci- 
mens originating solely from syphilitic 
clinics. 

lable 4 gives the average ratings of 
sensitivity and specificity of the Pre- 
sumptive and Standard Kahn tests in 


Specificity 


1938-1941 


Standard Kahn Test 


Sensitivity 


9 100.0 


Specificity 


100.0 
100.0 


SUMMARY AND CONCLUSIONS 

The Kahn Presumptive test has been 
utilized for 4 years as a screening agency 
and has proved to be an efficient test 
for this purpose. The Standard Kahn 
test is employed as the serodiagnostic 
procedure. 

Tables are presented giving the- re- 
sults obtained on 846,506 specimens, 
showing that 70.9 per cent were re- 
ported negative by the application of 
an easily performed one tube procedure. 

Sensitivity and specificity ratings on 


hz 
99.5 
97.1 84.5 
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both tests in national and intra-state 
evaluation studies are given. 

Less than 0.1 per cent of 17,486 
specimens examined by both tests gave 
negative reactions by the Presumptive 
test and positive or doubtful reactions 
by the Standard test. 

The chief value in the employment 
of the Kahn Presumptive test as a 
screening agency lies in the conservation 
of time and work. For example, the ap- 
plication of the Standard Kahn test to 
1,000 specimens would require servicing 
and reading 3,000 tubes by the tech- 
nicians, and cleansing by the dieners, 
whereas, by using the described setup, 
this number has been cut to less than 
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2,000 tubes. 
conserved. 

The employment of a supersen 
test as a screening agency would 
even more practical in laboratories 
where the percentage of positive reac 
tions with recognized diagnostic pro 
cedures is comparatively low. It would 
at the same time, provide a desirab| 
means of daily checking one procedure 
against another in a sufficiently larg: 
number of specimens. 


Likewise, reage: 
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Postgraduate Education of Physicians 
for Industrial Health Service" 
CARL M. PETERSON, M.D., F.A.P.H.A. 


retary, Council on Industrial Health, American Medical Association, 
Chicago, 


M'! CH of our present-day thinking 
about educating physicians for 
ndustrial health service must perforce 
be related to the urgent conditions 
associated with the war. In this con- 
nection, the Directing Board of the 
Procurement and Assignment Service 
for Physicians has approved two very 
significant recommendations of its ad- 
visory Committee on Industrial Health 
and Medicine. The first of these defines 
the essential industrial physician, and 
attempts to stabilize the existing supply 
of qualified industrial physicians. The 
second recommends among other things 
the creation by the Council on Industrial 
Health of the American Medical Associ- 
ation of training centers for industrial 
medical volunteers, using the combined 
resources Of medical schools, bureaus of 
industrial hygiene, and industrial medi- 
cal de partments. 

Under this plan private industry en- 
gaged in war production will be notified 
by all available means that, if they are 
unable to satisfy a need for the services 
of a physician locally, they should com- 
municate their requirements to the state 
chairman of Procurement and Assign- 
ment. The request will be reviewed 
jointly with the Chairman of the Com- 
mittee on Industrial Heaith in the State 
Medical Association and the Director of 


* Presented before the Industrial Hygiene Section 
of the American Public Health Association at the 
Seventy-first Annual Meeting in St. Louis, Mo., 
October 28, 1942. 


the State Industrial Hygiene Service to 
determine: 


1, The industry’s need for a physician 
2. The nearest available competent replacement 


If no competent replacement is avail- 
able it is contemplated in this program 
that centers for rapid intensive indoc- 
trination will be provided for eligible 
physicians. Since Procurement and As- 
signment agencies, both national and 
state, are prepared to codperate, two 
steps must be taken promptly: 

1. Instruction of the committees on industrial 
health in the state medical associations 
about the functions they will be called 
upon to assume under this program. 

.Set about developing centers for intensive 
training. 


FUNCTIONS OF THE COUNCIL ON 
INDUSTRIAL HEALTH 

The Council on Industrial Health has 
been requested to promote the establish- 
ment of training centers, using the facili- 
ties of medical schools, bureaus of 
industrial hygiene, and industrial medi- 
cal departments. 

To meet the peculiar requirements of 
the present situation, considerable flexi- 
bility in the organization of the teaching 
program is desirable. 
1.To permit small groups to be trained at a 

time, or perhaps even single individuals 
2.To permit entrance into training at almost 

any time. 


The type of organization suggested 
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by Professor Wampler at the Medical 
College of Virginia most nearly fits 
these requirements. At that school co- 
operation has already been arranged 
with the Bureau of Industrial Hygiene 
of the State Health Department, the 
Industrial Commission of Virginia, the 
State Department of Education, and 
the medical departments of industries in 
and near Richmond, to provide practical 
instruction in industrial health adminis- 
tration, industrial hygiene and _toxi- 
cology, and industrial medicine and 
surgery. The latter segment of training 
will be supplied by individual case 
study in the University Hospital and 
out-patient clinics. 

Although there are no very sound 
figures on which to base an estimate, it 
would seem that individual scholarships 
of $250 to $300 for 3 weeks of training, 
available to 250 eligible physicians, 
would amply meet the intensified re- 
quirements of war production industry 
at the present moment. 


CONTINUATION STUDY 

Meanwhile, plans are going forward 
to intensify instruction of the introduc- 
tory or refresher type which will serve 
to acquaint the profession at large with 
the essentials of industrial health serv- 
ice. Under this heading we need to 
consider the requirements of two major 
groups: 


1. Doctors in general practice who must be 
depended upon to supply improved service 
if there ever is to be substantial extension 
of preventive medicine into industry. The 
details of instruction are reasonably clear— 
they are to be found in the outline for the 
“Teaching of Industrial Health ” 1—with 
such modifications as experience and local 
situations dictate. It is essential, particu- 
larly at this time, to bring the instruction 
to the doctor where he lives and to adjust 
it to the industrial health problems of his 
own locality. His time and efforts are too 
precious at the moment to expend on fruit- 
less study or investigation. 


The other group in community serv- 
ice is: 
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2. The men in specialty practice—t} 
tologists, traumatic surgeons, slists 
radiologists, etc., all of whom increasing 
are being called upon to apply their special 
knowledge and equipment to health pro} 
lems in industry. To facilitate and impr \ 
their acquaintance with the relationshi 
between health and work, committees a, 
being set up in each of the special! sections 
of the Scientific Assembly of the American 
Medical Association, and these committ 
in turn are urged to establish 
agreements with similar committees j 
independent specialty societies. In th 
of recommendations filed with thes 
mittees, education in industrial affairs 
a component of training for certification ; 
incorporated. In addition, they are « 
pected to act as clearinghouses of specia 
information for all classifications 
physicians. 


EXTENDED STUDY 

If again we take the long view of ow 
educational problems as opposed to 
emergency requirements, it seems be- 
yond argument that, if industrial prac- 
tice is to take on the full attributes of 
a specialty in itself, we must lay plans 
for extended graduate study. 

My own impression of a fellowship is 
an appointment in a university or a 
foundation, of relatively long but unde- 
fined tenure, which carries with it cer- 
tain obligations in respect to teaching 
and investigation and which is likely to 
have a restricted rather than broad 
interest in the field of medical practice. 
Certainly such appointments are de- 
sirable in every sense, but if our defini- 
tion is correct, fellowships should be 
associated with or arise out of separately 
organized industrial health teaching di- 
visions in properly equipped and located 
medical, public health, or postgraduate 
schools. We need to capture the interest 
of influential people in this direction, 
since I believe that organization of this 
character would have the effect of vital- 
izing the whole medical educational ap- 
proach to industrial health, all the way 
up from the undergraduate level. With 
good support it could be done. 


However, it has occurred to us that 


INDUSTRIAL HYGIENE TRAINING 


id take a leaf out of the book 
erience developed by the certify- 
ids in other clinical specialties 
iblishing a system of residency 

ntments as a means of producing 
a pool of qualified physicians trained in 
all aspects of industrial practice and 
with reasonable speed. Appointments 
would be based on— 


al 


er preliminary qualifications 
1 Graduation from a Class A_ medical 
school 
{pproved internship 
Preferably preliminary general or mili- 
tary practice 
For residents, then I can visualize 
some such service as this: 

\. Six months’ training in industrial hygiene 
ind toxicology in a university or public 
health laboratory of industrial hygiene. 
Six months’ service in the wards and out- 
patient departments of an approved hos- 
pital able to provide suitable clinical 
material 

Six to 12 months’ service in an approved 
industrial medical department. 


With such a background a candidate 
ought to be able to present himself 
before a certifying board with excellent 
prospects for qualifying and, more im- 
portant, he should be able to undertake 
the organization and administration of 
an industrial medical service to the credit 
of himself and the profession at large. 


HEALTH OFFICERS 

The problem of training industrial 
hygienists of the medical variety, or at 
least of establishing desirable qualifica- 
tions, has been considered by the Com- 
mittee on Professional Education of the 
\merican Public Health Association. 
However, we are greatly interested in 
the professional equipment possessed by 
local health officers concerning details 
of industrial health administration. The 
Council on Industrial Health has estab- 
lished committees in all but a very few 
of the state medical associations and is 


now actively pushing similar committee , 


organization in all important industrial 
counties. You will not be interested in 
too much detail, but our recommenda- 
tions in respect to the specific industrial 
health activities of such county commit- 
tees are briefly as follows: 


1.The organization of the committee—The 
personnel of the committee should contain 
representation from private practice, indus 
trial practice, and the established public 
health services. These are the three main 
professional channels through which servic: 
is supplied to industry. Each has much 
to contribute, and none can perform the 
entire job alone. 

. Objectives of the committee—The com 

mittee should understand the components 

of adequate industrial health service and 
be prepared to adjust them to existing local 
medical and public health facilities and to 
patterns of community medical practice 

In this connection, under ideal circum- 

stances, each war production plant regard- 

less of size should have access to: 

a.A physician who takes genuine interest 
in a properly conducted industrial med- 
ical department and who is willing to 
devote regular time to service inside the 
plant. He may function as an individual 
in one or more plants, or as a member 
of a group, or as a member in a panel 
conducted under the auspices of a state 
or county medical society 
Good industrial nursing Industrial 
nurses with proper preparation, acting 
under the physician’s immediate super- 
vision or standing orders, will constitute 
the principal source of sustained indus- 
trial health activity for most small 
industrial concerns. 

Industrial hygiene service directed at im 

provement of working environment and 

control of unhcalthful exposure provided 
by physicians and others under the 
guidance and assistance of the specialized 

»ersonnel in the state or local bureaus 

of industrial hygiene. 

A plant health program which will 

include: 

(1) Good first aid, emergency, and sub- 
sequent medical and surgical care for 
all industrially induced injuries 

(2) Proper health supervision through 
physical examinations and health 
education. 

(3) Good correlation with family phy- 
sician and other community health 
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agencies for adequate management of 
non-occupational sickness and injury. 
Good records of all causes of ab- 
sence from work as a guide to 
necessary control, and the establish- 
ment of proper preventive measures. 
3. Activities of the committee—The commit- 
tee will be expected to undertake any 
assignment or local situation which requires 
the exercise of medical initiative and 
leadership. It is easy to foresee the many 
problems which will need to be investigated, 
the many agencies whose interests and 
activities will need to be correlated, and 
the many opportunities for education both 
to professional and nonprofessional groups 
which will fall to the lot of this com- 
mittee. Specific instructions will need to 
be sent from time to time, and _ the 
machinery is already available through 
bulletins, medical journals, direct cor- 
respondence, and field work, to stimulate 
and maintain interest and to _ provide 
reasonably uniform methods of approach 
to specific problems. 


Now it is clear that in this kind of 
organization the local officer will per- 
form a most useful and important func- 
tion. In fact, it is not out of reason to 


suspect that success or failure will de- 
pend in a very substantial way on the 
local health officer’s grasp of the issues 
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and his ability to provide continuity o; 
effort and sustained interest. Very like), 
these local health officials can benefit }, 
the same kind of postgraduate training 
as we hope to provide the profession a; 
large. However, advice is and wil] bp 
sought from the American Public Health 
Association and elsewhere about the 
steps which will be necessary to bring 
local health departments into the ip. 
dustrial hygiene picture to a greater ey. 
tent than has been the case in the past 


SUMMARY 

These are some of the recent develop- 
ments in the general direction of better 
preparation for all physicians in indus- 
trial health. At no time has the whole 
subject been of greater importance. | 
believe that we can and should capitalize 
upon the present widespread interest 
lay sound plans for the future. 
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question of adequately training 
the undergraduate in diagnosis, 
treatment, prognosis, and control of 
industrial illnesses through the teaching 
of industrial health in medical schools 
as part of the general curriculum has 
been discussed from time to time. Now 
we hear that no changes are to be made 
in the curricula of medical schools as 
now established. 

What will be the result? The quite 
general lack of knowledge among phy- 
sicians at large of industrial intoxica- 
tions and other physiological upsets 
from conditions or manner of work, and 
their frequent failure to associate the 
occupation or the environment of the 
patient with the disease for which he 
is seeking advice and treatment, has 
been a matter of frequent remark. 

In speaking on the question of better 
preparation of medical students, a 
former U. S. Commissioner of Labor 
Statistics some years ago said: “I 
have never in my life had a doctor ask 
me what I did, what my job was; it 
may be that some doctors do ask a 
patient about his work, but the whole 
question of occupation as an element of 
disease or ill-being seems to be ignored 
except by plant physicians or industrial 
physicians, and I wonder if they reach 


* Presented before the Industrial Hygiene Section 
of the American Public Heal 
Seventy-first Annual 
October 28, 1942. 


one-half of one per cent of the people 
who are really working on these 
poisons.” 

Medical schools today are charged by 
law, public opinion, and accepted usage 
with the responsibility of training a 
sufficient number of students for recog- 
nized changes in the profession. In 
order, therefore, that the product of 
medical education may be better able 
to cope with the demands ‘made by 
present-day changes, of which industrial 
health at the moment is representative, 
medical schools should adjust their cur- 
ricula to supply this demand without 
impairing those elements which the ex- 
perience of the past has proved to be 
fundamental. 

When we consider the widespread 
interest, publicized events, and group 
activity during recent years in connec- 
tion with industrial health, together 
with the vast amount of literature on 
the subject, it is surprising that courses 
in industrial health have not been 
organized and developed on a larger 
scale by medical schools. While the 
field of industrial medicine is perhaps 
too far reaching to be covered fully in 
the undergraduate years, the curriculum 
can be adjusted and a certain number 
of hours devoted to this subject so that 
the student will have heard of more 
than lead, mercury, and phosphorous 
poisoning as described in the orthodox 
textbooks on medicine. 
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The contentions that a crowded cur- 
riculum must deny the undergraduate 
an opportunity to have this subject 
offered to him and that the “ newness ” 
of the subject does not yet permit its 
addition to.curricula can be combated 
by saying that such addition does not 
mean a revolution in present curricula. 
However, its continued absence may 
cause a minor revolution in the thinking 
of many who are anxious to have it 
added. In line with this thought, I 
quote from a statement made by the 
late Professor Halsted at the end of a 
long and acrimonious debate over re- 
quired courses: “The only way to 
arrange a curriculum is to give the good 
teachers what they want and take away 
the hours from the poor ones.” 

We stand now indeed at a time of 
great anxiety and difficulty in the 
affairs of industrial medical education. 
Industrial health problems have as- 
sumed major proportions, owing to the 
rapidly increasing industrial population 
and by the impact of war production. 
These developments are of vital sig- 
nificance to medical education. While 
it is not necessary to predict the exact 
form which medical care of the future 
will assume, even though the general 
features are indicated, it is important 
that every medical student be prepared 
for adjustments in the relationships of 
the doctor to the changing professional, 
economic, and social conditions. 

Obviously, conditions within and 
surrounding medical schools vary 
greatly, and no one system or plan can 
be applied uniformly. However, con- 
sideration should be given to procedures 
and methods of instruction which will 
afford the student an experience as 
nearly comparable to the other well 
organized courses in the curriculum as 
possible. Medical schools must accord 
industrial hygiene greater distinction. 

Only a very few medical schools have 
made this type of instruction available. 
Industrial hygiene is widely taught as 
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a relatively minor function of preventiye 
medicine and public health. Prop. 
lems in industrial medicine are pre. 
sented without any relation to preven. 
tion and control of exposures and onh 
when examples happen to present them. 
selves in clinics or wards. Industria) 
medical administration has been almos; 
completely ignored. Yet the experience 
of a number of medical schools amply 
demonstrates that reasonable acquaint. 
ance with the whole subject can be 
provided at modest expense through 
judicious use of time and readily 
available teaching and clinical material 

In 1928, the principal medical 
schools and colleges were circularized 
calling attention to the situation in re- 
gard to industrial health and requesting 
that at least a minimum of class work 
along this line be included in their 
courses. Letters were sent to 72 col- 
leges, and they were requested to reply 
as to what action would likely result 
from this communication. Replies were 
received from 44 schools. Of these, 4 
stated that they now have a course in 
industrial hygiene; in 8 the subject was 
merely included in history taking of 
patients; 4 said they would consider the 
matter; 5 definitely stated they would 
enlarge their work along this line. A 
number stated that while there was no 
specific course given, the subject was 
included in lecture courses, examination 
of patients, visits to industrial plants 
etc. Seventeen schools requested sug- 
gestions as to ways in which the subject 
could be introduced to their students 

In 1940, the Council on Industrial 
Heaith of the American Medical As- 
sociation published _ statistics along 
similar lines. Of the 52 medical schools 
who reported, the average time allotted 
to industrial hygiene was about > 
hours. The time allotted in 24 schools 
was 3 hours or less; in only 7 were 10 
hours or more scheduled. Twelve 
schools offered elective courses. Yet i! 
is interesting to note that 60 per cent 


INDUSTRIAL HYGIENE TRAINING 


vraduates encounter industrial 
problems early in their private 


r later (1941), Dr. Wampler of 
lical College of Virginia re- 
n the results of a questionnaire 
ed to 76 medical schools in the 
States and Canada. All but 2 
schools replied. The average 
‘tted was 6.7 hours per school. 
e schools reported’ a varying 
of hours ranging from 2 to 30. 
went eight of the 51 schools took 
their students on one or more field 
trips. Twenty of the schools reported 
in increase in the hours given to the 
subject in the last 3 years, and one 
reported a decrease. Thirty-five of the 


51 schools teaching industrial health 
offer it through their departments of 
preventive medicine and public health. 
One school had a department of indus- 
trial hygiene in charge of the teaching, 
and 1 school had a division of industrial 
hygiene within the department of med- 


icine that gave the course. Eight of 
the schools reported a clinic in indus- 
trial hygiene which the students attend 
sometime during their stay in school. 

It does seem from these survey re- 
ports that there has been some advance 
and some increase in the 
average number of hours assigned. 
However, the impression is that the 
medical schools have not led the way 
and have taken only a small part in the 
progress that industrial hygiene has 
made. If what I have just covered 
attention, I fear that in 
future years medical schools may per- 
haps richly merit the reproaches of their 
graduates for failing to recognize the 
signs of the times. 

he student actually comes in con- 
tact with industrial health problems in 
every department of the medical 
school. He encounters it first in 
pathology, as well as in physiology. 
Pharmacology and toxicology offer 
other sources. When he enters the 


in interest 


receives no 


clinical years, he progresses through the 
major departments of medicine and 
surgery, in each of which he is faced 
with the differential diagnosis oi 
numerous subjective and objective signs 
and symptoms having in many instances 
the industrial environment as a back- 
ground. In all of these departments, 
and perhaps quite properly so, emphasis 
is laid on clinical differential diagnosis. 
However, the order of approach is 
such that the student obtains a 
distorted idea of industrial illnesses as 
an entity. 

What then can be offered as 
sible working solution to this problem? 

The all-important requirement for 
improved instruction is a unified plan 
which assigns over-all responsibility for 
coérdinated classroom discussion, field 
studies, laboratory and section work to 
one single teaching division, preferably 
preventive medicine and public health. 
While there might be a need for con- 
siderable dependence on clinical teach- 
ing in the medical and surgical aspects 
of industrial practice, the testimony of 
recent graduates clearly indicates that 
the older methods of divided and unre- 
lated instruction fail to provide de- 
pendable and _ reasonably complete 
information. 

As a matter of fact, progress would 
be greatly accelerated if many more 
medical schools, especially those in in- 
dustrial areas, could develop or attract 
support for the organization of separate 
teaching divisions in industrial health, 
each with its own faculty, affiliations 
for clinical and demonstration material 
and facilities for laboratory and field 
investigation and consultation. Under 
such an arrangement, there would be 
greatly improved prospects for the at- 
traction of special teaching talent and 
material, and support for research into 
a thousand aspects of industrial health 
crying for investigation. 

In planning for instruction in the 
undergraduate curriculum, we should 


a pos- 
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keep in mind the following essential 
requirements: 
Undergraduate teaching 

1. Required Courses—These courses should 
provide lectures, laboratory experience, indus- 
trial history taking, and record keeping, section 
work in wards and clinics, and field trips. 

2. Elective Courses—Electives should pro- 
vide opportunity for more detailed and spe- 
cific study, personal participation in special 
projects, individual patient study or personal 
experience in plant or laboratory. 

To make this possible, the cur- 
riculum makers should interest full- 
time and part-time industrial physicians 
in participating regularly in the conduct 
of these courses. There are many 
medical schools that already have on 
their faculty physicians who are in 
charge of medical departments in in- 
dustry. Other industrial physicians 
could be selected according to univer- 
sity standards and offered faculty 
ratings. This would encourage and 
permit them to assume leadership in 
helping to codrdinate the isolated and 
spotty efforts in this field. These phy- 
sicians might also demonstrate their 
cases and thereby provide for a general 
clinical education of the students. The 
undergraduate will greatly benefit by 
being able to observe the early physical 
impairments of industrial exposures and 
environments. This is being done in a 
few instances. 

What about the course content? 
Since the course cannot be haphazard, 
there must be a program outlined in 
advance. The lectures should include 
well chosen subjects. It is not neces- 
sary to go into detail here as to sub- 
ject matter. An excellent outline has 
already been prepared and published 
through the joint efforts of the Council 
on Industrial Health of the American 
Medical Association and the American 
Association of Industrial Physicians and 
Surgeons, Committee on Medical Edu- 
cation. Another excellent guide is one 
compiled by Dr. Robert Legge of the 
University of California, Berkeley. 
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The lectures should not be given } 
one individual, since this course can be 
made more attractive by group effor, 
It has been found beneficial to inclyg 
in cur roster of lecturers an industria) 
hygiene engineer, a chemist, a nurse. , 
personnel director, and a_ workmen’ 
compensation expert. These are readily 
available in industrial areas. 

Since it is not proposed that medical 
students should be made specialists in 
industrial hygiene, the school that | 
represent has designated in its required 
course a minimum of 16 hours, which 
are scheduled during the second 
semester of the junior year. Unfortu 
nately, because of the large student 
enrollment, field trips are not possible 

In some cases the senior year has 
been selected as the opportune period 
to offer such training. However, based 
on 7 years’ experience in teaching this 
subject, it is my opinion that the med- 
ical undergraduate is at his peak of en- 
thusiasm in the latter half of his junior 
year, which accounts for his regular at- 
tendance and his keen interest. In the 
senior year, I have observed that most 
students are more interested in and 
occupied with their internship appoint- 
ments and, in addition, more apt to 
favor the clinicopathologic courses off 
the campus, rather than this so-called 
“new subject” in the classroom. 

The elective course of 32 hours is 
best offered in the senior year. The 
registration should be limited so as to 
attract those students who have shown 
a particular interest during their junior 
year enrollment. This will elminate 
those who merely take the course for 
credit. The elective course affords an 
opportunity to offer advanced didactic 
work, seminars, laboratory demonstra- 
tions, field trips, and clinical material 
A short thesis on some special subject 
should be required of each student at 
the end of the term. 

The clinical clerkship, in _ inter- 
departmental and __ inter-dispensary 
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<chedules, which has been developed 
as a part of undergraduate instruction 
to provide a practical clinical experience 
for the student, is analogous, in a sense, 
the laboratory work in the basic 
nces in the first two medical school 
years. This requirement can be offered 
through hospitals, wards, clinics, and 
out-patient departments associated with 
the medical school, or in well organized 
industrial medical departments whose 
directing officers are faculty members 
of the university. However, this phase 
of the training program appears to be 
unorganized and sporadic, and con- 
tinues to remain a problem. It needs 


to 


scie 


further study. 

Another development in the training 
program has been the establishment of 
occupational disease clinics, so organ- 
ized that they are recognized formally 
as one of the branches of a dispensary 
service. However, medico-legal involve- 
ments, together with certain laws and 
regulations varying from state to state, 


have tended to impede the utilization of 


this specialized clinic. If such a clinic 
is to serve the undergraduate, both 
management and labor must be brought 
into the picture. They should examine 
this development critically and sympa- 
thetically if a working plan is to be 
successful. Here it could be hoped to 
develop and demonstrate for the under- 
graduate, under the direction of trained 
and competent instructors, the medical 
procedures involved in treating or con- 
trolling specific occupational diseases. 

A student’s final opportunity is avail- 
able during the intern year. Intern- 
ships should be adjusted to reflect in 
greater degree the problems of indus- 
trial health. A short service in the 
medical department of some industry 
would be highly beneficial. This has 
been made possible for some of our 
interns through the courtesy of Dr. Will 
Lyon, Medical Director, International 
Harvester C ompany, who is a faculty 
member of the University of Illinois 
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College of Medicine. The intern as- 
signment to this plant is for 6 weeks 
and is closely supervised by the indus- 
trial medical department staff. The 
whole training period is designed to 
provide maximum educational benefits. 

The framework herein presented is as 
flexible as the staff available, the num- 
ber of hours allotted, the interrelation 
with other departments of the school or 
outside consultants and agencies, and 
the enthusiasm of the curriculum 
makers; and on it may be built as many 
or as few special tricks of pedagogy as 
the imagination of the total teaching 
faculty may provide. 

The purpose of the course should be 
to inspire, to stimulate, to challenge the 
student; to show him what the prob- 
lems are, the actual work he may have 
to do. The health problems of 
workers and their environment must be 
brought to the classroom. 

A vast unexplored territory in pre- 
ventive medicine awaits those who will 
give special study to many conditions 
which are incident to employment, and 
which are as yet in many instances 
little, if at all, understood. The over- 
whelming importance of preventing 
disease through proper supervision of 
the industrial environment, and the 
need for adequate preparation of med- 
ical students so that as physicians they 
may serve as guides and overseers in 
this work, will, it is hoped, become in- 
creasingly apparent to those who prepare 
the medical curriculum. Fundamentally, 
the science of medicine is applicable to 


industry. 
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” spite of the enormous amount of 
work which has been done to develop 
simple and efficient methods for the 
isolation of coliform bacteria from water 
and other materials, there are still loop- 
holes for inefficiency in our standard 
procedure. The present practice of first 
increasing the numbers of coliform bac- 
teria in lactose broth at 37° C. and then 


confirming their presence by inoculating 
secondary tubes of brilliant green lactose 
bile broth at the same temperature, is 
the most practical procedure yet de- 


veloped. This has been established by 
McCrady and others, as not only simple 
but more efficient than the more in- 
volved and more costly plate confirma- 
tion method. The efficiency and sim- 
plicity of this method is indicated by 
its adoption in the new shellfish pro- 
cedure. The correlative procedure of 
confirming the presence of Escherichia 
coli by inoculating secondary tubes of 
buffered lactose broth, a modified Eijk- 
man medium, from the primary cultures 
in lactose broth, is also simple and has 
likewise been demonstrated to be an 
efficient method for establishing the 
number of £. coli in water and in 
shellfish.? 


* Presented before the Laboratory Section of the 
American Public Health Association at the Seventy- 
first Annual Meeting in St. Louis, Mo., October 29, 
1942 


The studies to be reported here were 
made in an effort to improve still fur- 
ther upon these methods by developing 
media of greater selectivity for the coli- 
form group and for £. coli. The new 
“EC” medium presented in this paper 
is the highly buffered lactose broth de 
scribed by the authors in 1938,? modified 
by the addition of 0.15 per cent oi 
Difco Bacto bile salts No. 3 and the 
substitution of Bacto tryptose for Bacto 
peptone. The virtue of the bile salts 
mixture lies in its enhancement of the 
growth of coliform bacteria,* and its 
ability to inhibit more or less completel) 
the growth of fecal streptococci and 
spore-formers. Studies have also beer 
made on the comparative value of con- 
firmation by a secondary fermentatioi 
test in brilliant green bile and by the 
usual E.M.B. (eosin-methylene-blue 
plate method. 

In addition, studies are reported 
the use of a new medium for the isola- 
tion of fecal streptococci. There is, ap- 
parently, increasing interest in the use 
of streptococci as an index of fecal pol- 
lution in swimming pools. We have ex- 
amined samples of swimming poo! water 
for several years for three indices of 
pollution, namely, for bacteria of the 
coliform group, for E. coli, and for fecal 
streptococci. Streptococci appear ‘0 be 
more resistant to chlorination than coli- 
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‘eria and their absence, for this 
ifiords a somewhat wider margin 
However, the method of ex- 

he sediment from fermentation 
streptococci is not entirely 
orv. It is a rather cumbersome 
re, and possibly not as efficient 
ering streptococci as it might be. 


PLATE VERSUS THE SECONDARY 

METHOD OF CONFIRMATION 
In the first study, the object was to 
secure additional information on the 
relative efficiency of confirmation of 
bacteria from primary lactose 
broth gas tubes by streaking E.M.B. 
plates as contrasted with confirmation 
by inoculation of secondary tubes of 
brilliant green lactose bile broth. In 
agreement with the extensive work on 
this point by McCrady and others in 
19374 no significant difference was 
found in efficiency of the two methods. 
The simple method of confirming in 
secondary tubes of brilliant green lac- 
tose bile broth gave less than 1 per cent 
fewer “ positives” than the far more 
involved plate confirmation method. 
Neither of these methods was efficient, 
however, for the isolation of E. colli. 
The number of isolations of EZ. coli from 
E.M.B. plates made from the primary 
lactose broth tubes was only 69 per cent 
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of the number isolated by confirmation 
in secondary tubes of specially buffered 
lactose broth? at 45.5° C., while isola- 
tions of E. coli from E.M.B. plates 
streaked from the secondary tubes of 
brilliant green bile broth were only 77 
per cent of the number obtained by 
confirmation at 45.5° C. (see Table 1). 

All primary and secondary fermenta- 
tion tubes in which gas was produced, 
were streaked on E.M.B. plates. Con- 
firmations of coliform-like colonies were 
made in lactose broth at 37° C. Con- 
firmations for FE. coli were made in 
Koser’s citrate medium and in buffered 
lactose broth at 45.5° C. 


PRIMARY VERSUS SECONDARY USE OF 
MODIFIED EIJKMAN LACTOSE BROTH 
FOR ISOLATION OF ESCHERICHIA COLI 
A second study was made to secure 
further evidence of the efficiency of the 
simple secondary tube confirmation for 
E. coli. This method consisted of trans- 
ferring a 3 mm. loopful of culture from 


a primary lactose broth gas tube at 
37° C. to a secondary tube of buffered 


lactose broth at 45.5° C. The efficiency 
of this method was compared with that 
of isolation by direct inoculation of the 
water into primary tubes of buffered 


lactose broth at 45.5° C. Primary inocu- 
lation into modified Eijkman medium 


TABLE 1 
ison of the Efficiency of Standard Lactose Broth with Brilliant Green Lactose Bile 


Broth and Modified Eijkman Lacto 


se Broth for the Isolation of Coliform 


Bacteria and Escherichia coli from 70 Samples of Water 


noculated 
es having gas at 24 and 48 hours 
onfirmed, coliform group 
confirmed, Escherichia coli 
entage gas tubes confirmed for Escherichia coli 
Confirmed on E.M.B. and™in secondary standard 


* Arbitrarily established for comparison 
BG LB Brilliant green lactose bile broth 


Secondary Confirmation 


Primary 


Modified Rijkman 
lactose medium 
45.5°C 


Standard lactose 
broth 
1,750 


B.G.L.B 
¢ 

718 

669" 

378 

69.0 


lactose broth 


tas 
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Relative Efficiency of Primary Versus Secondary Use of Modified Eijkman Lactos: 


Brot 


for Isolation of Escherichia coli from 54 Samples of Water 


Total tubes inoculated 

Total tubes having gas at 24 and 48 hou 

Total tubes confirmed, coliform group 

Total tubes confirmed, Escherichia coli 

Percentage gas tubes confirmed for Escherichia coli 


* Arbitrarily established for comparison 


at 45.5°C. yielded over 11 per cent 
more “ positives ” for E. coli (see Table 
2). In previous studies,’ similar differ- 
ences had also been established though 
the percentages varied. The average 
difference in the various studies was 
approximately 15 per cent. 

Although there was a significantly 
lower percentage of isolations of E. cols 
by the simpler method of confirmation 
in secondary tubes of buffered lactose 
broth at 45.5° C., the simplicity of the 
method warrants its use for many pur- 
poses. It is especially useful when gross 
coliform as well as E. coli determina- 
tions must be made, since the same 


Primary Secondary Confirmation 


Modified Eijkman Modified F; 
tact me 
( 


Standard 
lactose 
broth 
1,350 


lactose medium 


B.G.L.B. 45.5° C. 


primary standard lactose broth culture 
can be used for a secondary tube con- 
firmation of the coliform group bacteria 
and for a secondary tube confirmation 
of E. coli. As seen from a comparison of 
Table 1 and Table 2, the difference be- 
tween the number of confirmations for 
the coliform group by the plate versus 
the secondary (brilliant green lactose 
bile broth) tube method is insignificant 
less than 1 per cent. 


LAURYL SULFATE TRYPTOSE BROTH 

VERSUS STANDARD LACTOSE BROTH 

A third study was made to secure 
further evidence of the value of the new 


TABLE 3 


Comparison of Lauryl Sulfate Tryptose Broth and Standard Lactose Broth for the 
Isolation of Coliform Group Bacteria and Escherichia coli 


No 
Sam- 
ples 
70 


Primary 
medium 
Cc. 


SLB* 


LSTT 


Tubes 
inoculated 
560 
560 


Sam ple 
Tap water, 
treated 


344 
344 


SLB 
LST 


Tap water 
untreated 


Well and spring 
water, 
untreated 


SLB 
LST 


112 
112 
SLB 
LST 


127 


1,016 
1,016 


Summary 


* SLB = Standard lactose broth 
t LST = Laury! sulfate tryptose broth 


Secondary Confirmation 


Coliform group 
B.G.L.B. 
57° C. 

No. 
17 8 
30 0 


Escherichia coli 
Modified Eijkman 

45.5° C. 


Coliform group 
false presumptive 


60 
79 


29 .6 
37 
106 6 ‘ 99 
146 41 


B.G.L.B. = Brilliant green lactose bile broth 


$52 
554 509 421 49 
506 
‘ 322 355 415 4 
68.5 76.0 88.6 100° 
Ges 
tubes 
48 hrs No No 
m7 57 3 5.3 40 70.0 
33 4 12.1 9.1 
43 117 $1.3 27 23.0 $7 48.6 
105 75.2 30 28.6 26 24.9 
14 
31 
49 24.5 
205 48.3 
187 21.9 
q > 
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laury! sulfate tryptose broth of Mall- 
mann and Darby.® The results pre- 
1 here confirm the claims of the 
authors. In 1,016 primary fermentation 
tubes inoculated with various amounts 
of water from 127 samples, 78 per cent 
of the lauryl sulfate tryptose gas tubes 
were confirmed for the coliform group 
in contrast to only 51.6 per cent of the 
standard lactose broth gas tubes, a dif- 
ference of 26.4 per cent. This increase 
in the number of coliform group isola- 
tions resulted in an increase in the num- 
ber of isolations of Z. coli when second- 
arv buffered lactose broth confirmation 
at 45.5° C. was used. There were more 
than twice the number of false presump- 
tives (gas in 48 hour primary tubes) 
for the standard lactose broth as for 
the lauryl sulfate tryptose broth (see 
Table 3). 


sentet 


ANEW “EC” MEDIUM FOR THE COLIFORM 
croup AT 37° C. AND FOR ESCHERICHIA 
COLI WHEN USED AT 45.5° c. 

Although the inhibitive action of bile 
salts against Gram-positive bacteria was 
well known, earlier attempts of the 
authors to use bile salts to secure a 
more selective medium for coliform bac- 
teria and especially for EZ. coli had not 


been successful. Use of MacConkey’s 
bile salt medium at 45.5° C. was tried, 
but was not found to be as satisfactory 
as the authors’ special buffered lactose 
broth © for the isolation of E. coli. The 
use of Bacto bile salts No. 3 in buffered 
lactose broth both at 37°C. and at 
45.5° C. has, however, given excellent 
results with a limited number of sam- 
ples. The formula for this medium is 
as follows: 


“ec”? MEDIUM 


Ingredient Gm. or ml 


Distilled water 
Bacto tryptose 


Bacto bile salts No. 3 


Titration of pH and filtration not necessary 
Final pH 6.9. Sterilize in autoclave at 15 tb 
pure steam pressure for 15 minutes 


The ability of this medium to inhibit 
fecal streptococci was strikingly dem- 
onstrated when inoculations of mixed 
cultures of coliform bacteria and fecal 
streptococci were made. After incuba- 
tion at either 37° C. or 45.5° C., with 
the exception of an occasional strepto- 
coccus remaining from the original 


TABLE 4 
Comparison of “EC” Medium with Standard Lactose Broth as a Primary Medium for 
Isolation of Coliform Bacteria at 37° C. and as a Secondary Confirming 
Medium for Escherichia coli at 455° C 


Primary Gas 

medium Tubes tubes 

Sample 37°C. inoculated 48 hrs 
Tap water, SLB $12 80 
treated 512 17 


SLB 344 
“EC” 344 


Tap water, 
untreated 


Raw water, 
well and 
spring water 


SLB 
“EC” 


SLB 
“EC” 


SLB = Standard lactose broth 
B.G.L.B. = Brilliant green lactose bile broth 


Summary 


Coliform group 


Secondary Confirmation 


Escherichia coli 
“a” Coliform group 
jalse presumptive 


B.G.L.B 
€ 


No N. No. 
6 oS 0 eee 74 92.5 


14 $2. 25 


48.0 
14 58. 0 


69 39. 
68 6S.: 


83 27. 
83 57. 


=> Escherichia coli 


553 
1,000 mi 
20 gm 
NaCl 5 gm 
Lactose 5 gm 
K,HPO, 4 gm 
KH,PO, 1.5 gm 
1.5 gm 
—— 
24 24 100.0 
320 174 94 54.0 80 46.0 
320 104 104 100.0 0 
1,176 306 127 41.5 | 179 58.5 
1,176 145 145 100.0 3 0 : 
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transfer, only Gram-negative rods could 
be found. 

When i47 samples of water were in- 
oculated, in parallel, into both standard 
lactose broth and the new “ EC” me- 
dium, 12.5 per cent more positive coli- 
form isolations were obtained with the 
latter. The specificity of the new “ EC ” 
(E. coli) medium in this small series of 
samples, was 100 per cent. Every pri- 
mary gas tube was confirmed for coli- 
form bacteria (see Table 4). 

It was of interest that the same num- 
ber of isolations of E. coli were obtained 
from secondary inoculations into the 
“EC” medium at 45.5° C. regardless 
of whether the primary inoculation had 
been made into “EC” medium at 
37° C. or into standard lactose broth 
at 37° C. However, due to the fact that 
no false coliform presumptives occurred 
with the new “ EC ” medium when used 
at 37° C., the percentage of confirma- 
tions for E. coli was double that ob- 
tained with the standard lactose broth. 


COMPARATIVE VALUE OF “EC” AND 
LAURYL SULFATE TRYPTOSE MEDIA 
The question arose as to the compara- 

tive values of the “EC” broth and 
Mallmann’s_ lauryl sulfate tryptose 


broth. More extensive work needs ; 
be done in this respect, but a . mpara- 
tive study was made on 33 stoo! speci- 
mens and 25 samples of raw sewage 
(see Table 5). High selectivity of the 
“EC ” medium for bacteria of the ¢ojj. 
form group was observed. Both the 
lauryl sulfate tryptose medium and the 
“EC” medium gave excellent results 
since practically the same number oj 
coliform organisms was recovered. The 
specificity of the “EC” medium ap. 
peared to be slightly better, since 10¢ 
per cent of the sewage gas tubes were 
confirmed for coliform bacteria by this 
medium in contrast to 98.7 per cent by 
the lauryl sulfate tryptose gas tubes 
The “EC” medium almost completely 
inhibited the growth of fecal strepto- 
cocci as shown by the use of the “ SF 
medium, which will be described next 
(see Table 5). 
A NEW “SF” MEDIUM FOR STREPTO- 
COCCUS FAECALIS 

The need for a selective medium for 
fecal streptococci which has certain 
values as an index of pollution in swim- 
ming pools, has been referred to. A new 
medium known as “ SF ” (Streptococcus 
faecalis) was devised for this purpose. 


TABLE 5 


Comparative Value of Standard Lactose Broth, Lauryl Sulfate Broth and “ EC” Broth 
for Recovery of Coliform Bacteria and Escherichia coli from Feces and Sewage 
Also Value of “SF” Medium for Isolation of Streptococcus faecalis 


Tubes 
inoculated 


1,188 


Primary 


Sam ple medium 


Fecal SLB 


(33 samples) 
1,188 


“Ec” 1,188 


Raw sewage SLB 900 
(25 samples) 
LST 900 


“EC” 900 


SLB = Standard lactose broth 

LST = Lauryl sulfate tryptose broth 
“EC” = Escherichia coli medium 
“SF” = Strep. faecalis medium 


Secondary Confirmation 
at 


Escherichia coli Strep. faecalis 
“RC” “§ 


Coliform group 
BG.LB. 
C. 


727 


455°C 45.5 


May, 1943 
tubes 
48 hr 
731 730 719 7 
ee 732 732 722 
384 379 $20 
ee 378 378 321 


CoLirorM GRouUP 


TABLE 6 


Selective Action of Buffered Lactose Broth (Modified Eijkman 


Medium 


EC.” and “SF” Media for Escherichia coli and Fecal Streptococci in 
112 Raw Milk Samples 


(1 


Raw milk direct 


to bus. lact 
broth 45.5° 


al 
resent strep 


and Escherichia coli 
niyv 


li only 


The medium combines the use of an 
inhibiting agent, sodium azide, for 
Gram-negative bacteria with tempera- 
ture selection at 45.5° C. As a result of 
the work of Snyder and Lichstein ‘ and 
Hajna and Perry ® a concentration of 
sodium azide was decided upon that 
would allow streptococci to grow and 
yet restrict the growth of Gram-negative 
bacteria. The ordinary preponderance 

Gram-negative over Gram-positive 
bacteria in fecal specimens cultured in 
the Eijkman medium is practically re- 
versed by this concentration of sodium 
azide. The choice of the incubating 
temperature was decided upon as a re- 
sult of Sherman’s work on the Entero- 
group and by the authors’ 
studies on antagonism between E. coli 
ind S. jaecalis.* This medium has proved 
highly specific for fecal streptococci. 
The appearance of growth in the “ SF” 
medium at a temperature of 45.5° C. 
and an acid reaction, as shown by the 
brom cresol purple indicator in the 
medium, are almost complete evidence 
of the presence of S. faecalis. The 
formula of this new “SF” medium is 
given here. 

Both “EC” and “SF” media have 
been found highly selective for coliform 
bacteria and for fecal streptococci, re- 
spectively, in milk (see Table 6). 


COCCHUS 


“Sr? MEDIUM 


Ingredient Gm. or ml 
Distilled water 1,000 
Bacto tryptone 20 
NaCl 5 
Glucose 
K,HPO, 

KH,PO, 

Sodium azide NaN, 

Brom cresol purple (1.6% 
alc. sol.) indicator 


Sterilize in autoclave at 15 Ib 
steam pressure for 15 minutes 


SUMMARY 

1. Confirmation of coliform bacteria by 
inoculation of secondary tubes of brilliant 
green lactose bile broth has been found as 
efficient as the more involved E.M.B. plate 
method. 

2. Confirmation of Escherichia coli by in- 
oculation of secondary tubes of buffered lactose 
broth at 45.5°C. is also a simple practical 
method. The addition of 0.15 per cent of 
Bacto bile salts No. 3 to this medium, with a 
slight modification as to amounts of other 
ingredients, promises a method of efficiency 
comparable to the brilliant green lactose bile 
broth method for the coliform group. 

3. Lauryl sulfate tryptose broth has been 
found to yield many more positives for the 
coliform group than standard lactose broth 
and to give comparativciy few false presump- 
tive reactions. 

4. A new “EC” (E. coli) medium has 
been found equally as efficient for the isolation 
of coliform bacteria as lauryl sulfate tryptose 
broth and to give no false presumptives on a 


| 555 
2 ; 
PC Trans. from (1 Trans. from (1 
455°C 455°C 
‘ Esch Fecal Esch Feca Rs 
wt strep olt trep 
52 $2 0 52 $2 
> 
18 15 18 
30 
12 ) 8 
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series of 147 samples of treated and untreated 
waters. This medium inhibits almost com- 
pletely fecal streptococci and other Gram- 
positive bacteria with no apparent inhibition 
of coliform bacteria. 

5. The new “EC” medium can be used 
equally well for the isolation of coliform bac- 
teria at 37°C. or for the isolation of EZ. coli 
at 45.5° C. It can be used either as a primary 
medium for the growth of E. coli or as a 
satisfactory secondary medium for the con- 
firmation of £. coli. 

6. A new “SF” medium is described which 
is highly specific at 45.5° C. for fecal strepto- 
cocci. The mere presence of growth and acid 
in this medium at 45.5°C. is confirmatory 
evidence of fecal streptococci. The medium 
may be inoculated directly with water, milk, 
or sewage, or may be inoculated from other 
primary media, such as standard lactose broth. 
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A Practical Housekeeping 
Program for Industry’ 


HERBERT G. DYKTOR, F.A.P.H.A. 


Chief Engineer, Burcau of Industrial Hygiene, Michigan Department of 
Health, Lansing, Mich. 


y spite of diligent efforts to find a 
good definition of the word “ house- 
keeping,” I have been unsuccessful. I 
have also discussed this subject with 
many people, and most of them gave 
different interpretations. Possibly there 
is no exact definition of the word, and, 
therefore, it may not be presumptuous 
on my part to say what housekeeping 
means to me when it is related to an 
industrial establishment. 

Industrial housekeeping means more 
than the slogan “a place for every- 
thing and everything in its place”’; it 
must mean more than painting aisle- 
ways and sweeping the aisles. To me, 
it is that indefinable reaction when 
making an inspection, that here is a 
plant, well organized, well kept, and on 
its toes in plant hygiene. For a plant 
to create this reaction on a trained ob- 
server involves a great deal of planned 
efiort and some expenditure by manage- 
ment, and this cannot be accomplished 
either casually or in a day or two. 

Housekeeping is not such a simple 
matter as it may seem, and so it may 
not be amiss at this point to review very 
briefly some of the fundamental con- 
siderations underlying good plant 
housekeeping. 

In recent years, the meaning and 


"Presented before the Indystrial Hygiene Section 
of the American Public Health Association at the 
Seventy-first Annual Meeting in St. Louis, Mo, 
October 29, 1942, 


scope of housekeeping has expanded 
until now many understand it to in- 
clude supervision of sanitary facilities, 
locker rooms, and the attendant prob- 
lems of proper water supplies and 
sewage disposal systems, in addition to 
the usual cleaning and sweeping 
operations. 


ELEMENTS OF A PROGRAM 

In my opinion, good housekeeping. 
comprises the following elements 
(these are not necessarily in order of 
importance) : 


GOOD 


1. Men and machines should be so placed 
as to provide the easiest and most efficient 
flow of production. 

2. Operations should be so located that the 
health hazards, possibly associated with one 
will not imperil workers on another task. 

3. Structural and operational arrangements 
should be made to permit easy traffic of men 
and materials within the plant 

4. Adequate space should be allotted for 
the storage of movable equipment and tools 
not in current use. 

5. A safe water supply and proper sewerage 
and sewage disposal facilities must be 
provided. 

6. Definite janitor service should be fur- 
nished for the regular cleaning of sanitary 
facilities, locker and eating rooms, windows, 
lighting fixtures, and other parts of the 
interior of the plant. 

7. Proper maintenance of all equipment 
must be enforced; this will become a rela- 
tively easy matter if the other items are 
carried out in a conscientious manner. 


I shall not bore you with the func- 
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tional details involved in the foregoing 
seven elements of good housekeeping. 
Detailed information has been furnished 
by several capable authors and is 
readily available. However, I shall tell 
you some of the reasons why good 
housekeeping is so essential to all plants. 


REASONS FOR PROGRAM 

A plant may or may not handle ma- 
terial hazardous to health. That is 
beside the point, but every plant 
should have a health and a safety pro- 
gram. They are basic to all plants, 
and I do not know of anyone who 
would not benefit by having them. 

It is my contention, however, that 
you cannot have either a good health 
program or a good safety program with- 
out the foundation of good house- 
keeping. What would be the use of 
passing workers through a screen of 
physical examinations, assigning them 
to suitable tasks, and then exposing 
them, for instance, to heavy dust con- 
centrations often due to poor house- 
keeping, or to the potential danger of 
infection because of lack of proper 
sanitation? What would be the use of 
having a fine safety. program on paper 
if you exposed workers to accidents 
because of improper stacking of ma- 
terials, bad floor conditions, or poor 
equipment maintenance? 

To my mind, the logic of having 
good housekeeping as a basis for any 
health maintenance or accident preven- 
tion program is quite plain. I do not 
believe that it is necessary for me to 
convince you on this point. Rather do 
I believe that it might be well to study 
the situation and apply remedies where 
needed. 

We know that the annual loss of in- 
dustrial man-hours due to occupational 
mishaps is increasing, and we know from 
observation that at present housekeep- 
ing often is neglected, especially in the 
smaller plants. Probably there is a 
definite connection between these two 
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concurrent experiences due, perhaps, tg 
a combination of emphasis on produc. 
tion, overcrowding of manu/acturing 
facilities, inexperienced labor, and lack 
of proper supervision. 

Whatever the reasons for this statp 
of affairs may be, the results speak {o; 
themselves and they are not so good 
I suggest that a considerable improv 
ment may be attained by initiating ang 
maintaining a thoroughgoing plan oj 
better housekeeping in all plants, par. 
ticularly in the smaller plants. In the 
latter, good housekeeping may fre. 
quently be the only readily available 
means of controlling occupational 
hazards, and for this reason it is doubly 
important. | 

The industrial hygienist takes the 
first step in establishing the kind oj 
housekeeping program I have in mind 
He must make a thorough sale to plant 
management as otherwise his effort will 
merely produce sporadic attempts and 
temporary effects. To be successful 
the sale must result in a program that 
is well conceived and practical. It will 
then be carried out conscientiously as 
an everyday routine. 

No matter how small the piant 
good housekeeping program will cos! 
some money, both for fixtures and for 
labor. Therefore, the authority for 
carrying out the program must be dele- 
gated by management to some one 
person. It is my belief, in the light o! 
past experience, that authority cannot 
be successfully delegated to a com- 
mittee because of the frequent inability 
to get unanimous opinions, procrastina- 
tion on details, and general inertia. We 
all know how committees proceed un- 
less one man takes upon himself the 
burden of getting prompt action. And 
so, why not appoint one man for the 
job, in the first place? 

Ir the larger plants which employ 4 
full-time safety director or engineer, he 
is, of course, the indicated person to 
assume responsibility for proper house- 


HOUSEKEEPING IN INDUSTRY 


ut in the smaller plants, not 
: the services of such a man, 
tion will depend on certain 

not believe that the plant 
‘rendent is the man for the job. 
\s a rule, his efforts are concentrated 
on production. In addition to this 
full-time job, he has numerous other 
connected with 


ci 


super! 


responsibilities, all 
manufacture and labor. Neither is one 
of the foremen the man for it. Gen- 
erally speaking, their world is restricted 
to just a portion of the plant, and, 
; they may lack the proper 


therefore 


perspective, and their prestige with the 
workers in other departments may not 
be such as to permit them to enforce 


regulations. 

It seems to me that the employment 
manager may fill the bill in most cases. 
Generally he has the responsibility for 
hiring personnel, exercises related func- 
tions such as group insurance, work- 
men’s compensation, and general wel- 
fare activities. He is well known to all 
employees, is respected because, in 
many instances, he represents manage- 
ment to them. Moreover, his duties 
place him in close contact with com- 
pany officials and his requests receive 
attention and consideration. 

If the plant is too small to have an 
employment manager, then the respon- 
sibility for plant housekeeping could 
very well devolve on one of the com- 
pany officials, preferably the treasurer 
is the man who handles the 
It will also be an ad- 
vantage to have such an official take an 
active interest in the workers’ environ- 
ment and its attendant difficulties and 
thereby contribute substantially to a 
better understanding between labor and 
management. 

Individual conditions will govern the 
selection of the man for taking charge 
of a plant- housekeeping program but 
its importance compels great care in 
making that selection. 


since he 


purse strings. 


THE PROGRAM 

Once the proper man is selected, he 
will, in company with the superin- 
tendent, make a survey of the plant 
and find the location of bottlenecks 
caused, for instance, by an outdated 
arrangement of machines or by a badly 
timed system of supply and removal of 
materials. With the superintendent he 
will decide on the necessary steps to 
establish a smooth production flow. He 
will segregate or isolate operations 
which may inconvenience, annoy, or 
endanger neighboring operations. He 
will observe movement of men and ma- 
terials throughout the plant and, in 
codperation with the various depart- 
ments, decide on the direction of 
traffic. To that end, he may decide on 
the relocation of doors, removal of ob- 
structions, demarcation of old and new 
aisleways, and structural alterations. 
He will also observe the disposal of 
little used equipment and tools and will 
devise a space where they can be stored 
systematically and not become junk, if 
of subsequent real value to the com- 
pany. He will cail for the maintenance 
man and with him make a thorough 
trip of the plant and inspect machines, 
protective equipment and other devices, 
and demand that they be put in good 
condition immediately, if necessary, 
and thereafter be reinspected and 
rechecked at regular intervals. 

Having accomplished the foregoing 
and acquainted himself with the inner 
workings of his plant, the selectee will 
consult his state or local health depart- 
ment on matters pertaining to water 
supplies and sewage disposal, particu- 
larly if the plant is not connected with 
municipal systems. He will also 
ascertain from his state health depart- 
ment or labor department what regu- 
lations are in force relative to sanitary 
and kindred facilities, and if women are 
employed in the plant, what special 
regulations exist for their benefit. 

He will make up a list of daily, 
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weekly, monthly, and quarterly chores 
that will have to be performed by the 
janitor, such as cleaning of the various 
sanitary facilities, windows, light fix- 
tures, etc. He will go over the list in 
detail with the janitor and personally 
investigate and supervise the various 
items on the list. This list may then 
well be called the janitor’s “ standing 
orders,” and will have to be carried out 
faithfully and consistently. 

Finally, the housekeeping supervisor 
will have to draft a schedule for him- 
self for the regular inspection of the 
plant in order to make certain that 
there is no slackening in service and 
that the plant is maintained in apple- 
pie order. 

All this may sound difficult and 
tedious but all worth while objectives 
involve work and expenditure, and plant 
housekeeping is no exception. 

Before closing, I should like to say 
a few words concerning codperation of 
the workers. Experience has shown 
that without the sincere collaboration 
of labor, management may not have an 
easy time with the maintenance of good 
housekeeping in a plant. Industry as 
a whole has been convinced for a long 
time that it is good economics to keep 
their tasks and reduce 
absenteeism, from whatever cause, to 
a vanishing point. However, some of 
the innovations instituted by manage- 


workers at 
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ment have often been misunderstoog 
and therefore are opposed by labor, |; 
may be reasonably expected, therefore 
that if before a housekeeping program 
is put into effect, time is taken to ey. 
plain the program to the workers, the 
results might be beneficial to all cop. 
cerned. While this discussion stresse: 
the importance of good plant house. 
keeping as a foundation for all other 
health conservation and _ safety pro- 
grams, the conclusion should not be 
drawn that these programs are no 
advocated. On the contrary, they 
should be carried on with unabated 
vigor, but they will be immeasurabh 
strengthened by a good housekeeping 
program. 

To summarize the proposed program 

1. Management appoints a supervisor 
preferably the employment manager, to set 
up and carry out a housekeeping program 

2. Management gives the supervisor au 
thority to incur expense for fixtures and 
additional labor. 

3. Supervisor consults department heads 
and labor to improve production flow, plant 
traffic, and storage of unused equipment 

4. Supervisor ascertains state and 
regulations concerning sanitation. 

5. Supervisor works out a plan with the 
maintenance man to keep equipment in good 
condition. 

6. Supervisor provides janitor with itemized 
orders for regular cleaning of the plant 
interior. 

7. Supervisor establishes a routine for the 
periodic personal inspection of the plant 
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Typhoid Vaccine Studies VII: 
Typhoid-Paratyphoid Vaccine’ 


LIEUTENANT COLONEL DON LONGFELLOYW, M.C., ano 
MAJOR GEORGE F. LUIPPOLD, SN.C. 


Typhoid Research Unit, Army Medical School, Washington, D. C. 


OUR previous communications 1, 2,8, 4 
emanating from the Typhoid Re- 
search Unit of the Army Medical 
School have been concerned with studies 
of monovalent typhoid vaccine. This 
paper reports our first investigations 
since World War I of typhoid-para- 
typhoid vaccine—often referred to as 
“triple typhoid” and as “T.A.B.” 
vaccine. 

The bacterial content of the typhoid 
and typhoid-paratyphoid vaccines pre- 
pared at the Army Medical School has 
been changed from time to time since 
1916, to meet existing conditions. In 
1934 it was simplified to a monovalent 
typhoid product. These changes have 
been reviewed in a previous publication.’ 

In September, 1940, the preparation 
of triple typhoid vaccine was resumed; 
and since then, the combined T.A.B. 
product prepared in the Division of 
Biologic Products of the Army Medical 
School has consisted of 1,000 million 
typhoid bacilli and 250 million each of 
the paratyphoid A and B components 
per ml. of material. Aside from its 
modification in bacterial content from 
any previously used T.A.B. vaccine, the 
1940 product is different in respect to 
the strains of organisms employed in its 
preparation. The old “ Rawlings” 
strain of Eberthella typhosa has been 


* Presented at a Joint Session of the Heaith 
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replaced by the more immunogenically 
active Panama “carrier” strain 58 
(Army Medical School culture collection 
No. 42-A-58); and the strains of 
Salmonella paratyphi and Salmonella 
schottmuelleri are also different from 
those formerly used. 


SELECTION OF STRAINS OF PARATYPHOID 
ORGANISMS 

Selections of strains of S. paratyphi 
and S. schottmuelleri to be used in the 
1940 type of T.A.B. vaccine were based, 
in general, on the same criteria as was 
the selection of the strain of E. typhosa 
in 1935." A number of colonially 
smooth strains of each species were 
chosen from the -Army Medical School 
culture collection and from outside 
sources, and titrated for mouse viru- 
lency. The most virulent of each 
species was selected for observations of 
cultural characteristics and biochemical 
behavior. Productivity of agglutinins 
and of protective substances was next 
determined; and lastly, the capacity of 
these organisms (prepared as vaccines) 
actively to immunize mice against 
heterologous strains of homologous 
species was ascertained. 

No difficulty was experienced in the 
selection of a suitable Para B organism. 
Strain 41-H-6 of the Army Medical 
School culture collection was highly 
virulent for mice (mld. 1 to 10 or- 
ganisms in 5 per cent mucin); it pro- 
duced a high agglutinin titer in rabbits, 
and the rabbit antiserum conferred a 
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high degree of immunity on mice to an 
heterologous strain of S. schottmuelleri. 
Culturally and biochemically, strain 
41-H-6 was a typical Para B organism, 
growing luxuriantly on infusion agar 
and emulsifying readily in physiological 
saline solution. Prepared as a vaccine, 
this organism protected mice against 
several hundred m.].d.’s of an equally 
virulent strain of S. schottmuelleri. 

In the case of the Para A culture, 

however, the most virulent of the strains 
titrated (41-N-8, A.M.S.) was “yr 
to be relatively avirulent, its m.l.d. 
5 per cent mucin ranging between 1 
million and 10 million organisms. 
Otherwise, except for its comparatively 
sparse growth on infusion agar, this 
strain of Para A was fairly satisfactory. 
It was culturally smooth and _bio- 
chemically typical of S. paratyphi, and 
it produced a satisfactory agglutinin 
titer in rabbits; but its productivity of 
immune substances, as determined by 
the mouse protection test, was difficult 
of appraisal because of the enormous 
numbers of test organisms required to 
represent multiples of the m.l.d.  Pre- 
pared as a vaccine, it exhibited a 
demonstrable protection to mice against 
other strains of Para’ A, but here again 
the higher multiples of the m.lLd. 
amounted to overwhelming doses of 
foreign protein against which vaccina- 
tion could not be expected to protect. 

The avirulency of S. paratyphi 41-N-8 
caused us no little concern; and when 
we learned from an antigenic analysis 
made in April, 1941, by Edwards ® that 
this strain, as we were carrying it, was 
deficient in O-antigen I, we instituted 
a search for an antigenically complete 
strain which was more virulent than 
41-N-8. This search did not end until 
one year later. 

Antigenically complete strains of 
Para A, as determined by typing with 
diagnostic sera, were not difficult to 
find; but invariably they proved to be 
no more virulent than, or not as virulent 
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as, our strain of 41-N-8. We adhereq 
to the belief that virulency Was some. 
how correlated with immunogen icity— 
but only because vaccines prepared with 
these avirulent but antigenically com. 
plete strains of S. paratyphi did no 
protect mice as effectively as a vaccine 
prepared with our antigenically def. 
cient, but somewhat more virulent strain 
41-N-8. 

As a typical example of the results 
we obtained when making such com- 
parisons of the immunogenicity of 
strains of S. paratyphi, a representative 
protocol is reproduced (Table 1) from 
the first announcement of this finding 
reported by one of us earlier this year.’ 

Referring to Table 1, strain CA is 
antigenically complete, being strongly 
agglutinated by I, II, XII, and a diag- 
nostic sera; yet, when prepared as a 
vaccine, it is relatively inferior to the 
antigenically deficient strain 41-N-8. 

The point of this discussion is that 
antigenic completeness of an organism, 
as determined by typing with diagnostic 
sera, is not synonymous with immuno- 
genic effectiveness, as determined by 
active immunization of mice with vac- 
cines or by passive immunization of 
mice with immune sera produced by 
vaccines. It is desirable, of course, to use 
a vaccine strain of an organism which 
is antigenically complete; but the de- 
cisive criterion for its acceptance should 
be the quality of the organism’s per- 
formance, as a vaccine, in the animal 
body. 

Our search for a replacement for strain 
41-N-8 ended in the receipt of strain 
HA-6 from Dr. A. Felix, of London 
This strain (hereafter referred to as 
41-N-22) proved to be more virulent 
than any culture of Para A we had 
thus far worked with, its m.l.d. for mice 
ranging between 10,000 and 1 million 
organisms in 5 per cent mucin, averag- 
ing 100,000 organisms. It is culturally 
smooth and biochemically typical of 5. 
paratyphi; upon being typed with diag- 
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TABLE 1 


parison of the Degree of Immunity Produced in Mice by Vaccines Prepared with an 


tigenically Complete Strain of S. paratyphi (CA), and by an Antigenically 
Deficient, but Somewhat More Virulent, Strain of S. paratyphi (41-—N-8) 


Dosage of 
Test Organisms 


(Expressed in 
Powers of 10; 
Exponent in 

Parentheses) 


10(6) 
10(7) 
10(8) 


10(6) 
10(7) 
10(8) 


10(6) 
10(7) 
10(8) 
10(9) 


lotals A mice 


nostic sera, this culture is antigenically 
complete; and as a final qualification 
leading to its adoption, a vaccine pre- 
pared with strain 41-N-22 proved to be 
more immunogenically potent than strain 
41-N-8 vaccine. Strain 41-N-8 was 
thereupon discarded, and strain 41-N-22 
has been the parathyphoid A component 
of our T.A.B. vaccine since March 27, 
1942 (T.A.B. Pool No. 119). We are 
not at all certain that this replacement 
represents the ultimate in Para A or- 
ganisms, and we still desire to obtain 
cultures of this organism from recent 
isolations for comparative studies. 


CIRCULATING PROTECTIVE SUBSTANCES 
PRODUCED BY T.A.B. VACCINE 

As a means of determining the im- 
munologic response of the animal body 
to vaccination, we know of no method 
which is more practical and more in- 
formative than titration of blood serum 
for protective substances demonstrable 
by mouse protection tests.” 

A number of these tests were per- 
formed with sera of young adult males, 
initially inoculated with T.A.B. vaccine. 
These individuals had no history of 


Results Expressed as a Fraction, the Denomt- 

nator of Which Indicates the Number of Mice 

Subjected to Respective Dosages, While the 

Numerator Indicates the Number of These 
that Died 


Results in Mice Vaccinated with 


Para A (41-N-8 


Para A (CA) 
Vaccine Vaccine 
(1,11, Xi1; @) ((1), 11, XU; @ 
1/4 0/4 
4/4 0/4 
4/4 2/4 
0/4 0/4 
3/4 0/4 
4/4 o4 
1/4 0/4 
3/4 o/4 
4/4 1/4 
4/4 4/4 
28/40 7/40 


previous typhoid vaccination, nor of any 
recognized enteric infection. Their sera 
were titrated for protective substances 
active against (1) alien strains of the ty- 
phoid-paratyphoid organisms comprising 
T.A.B. vaccine, (2) heterologous types 
of Salmonella, and (3) coliform organ- 
isms containing Salmonella O-antigens. 

Individual Typhoid, Paratyphoid A, 
and Paratyphoid B Protective Titers— 
These were determined by routinely per- 
formed serum protection tests, and are 
represented here only in tabulated form. 
It will be noted that the results of titra- 
tions of two groups of individuals have 
been entered in Tables 2, 3, and 4. 
Titrations of sera from persons vac- 
cinated with the original 1940 type of 
T.A.B. vaccine, containing the relatively 
avirulent strain of S. paratyphi 41-N-8, 
were made soon after this vaccine had 
been adopted by the Army. Replace- 
ment of strain 41-N-8 with the more 
virulent strain 41-N-22 necessitated a 
revaluation of the T.A.B. product in 
respect to the production of protective 
substances active against alien strains 
of all three organisms comprising T.A.B. 
vaccine. 
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TABLE 2 


Typhoid Protective Titers of Sera from 85 Previously Unvaccinated Individuals, Bejoy, 
Inoculation and 14 Days After Inoculation with the Original 1940 Type TAB. Vaccine 
and of a Comparable Group of 73 Individuals Before and 14 Days After Inoculation wit, 


the Present T.A.B. Vaccine Containing a 
Virulent Strain of S. paratyphi 
Number and Per cent of 


Para A Component Prepared with a Relative), 


Persons Whose Sera, Before and After Vaccination 


Protected Mice Against the Dosages of Test Organism in Column 


on Left 


T.A.B. Vaccine 


Before 
Vaccination 


A 
Vace 
No. o; 

Persons 
2 
12 
31 
28 
12 


Minimum 
Lethal 
Doses of 
the Test 

Organism 
100,000 

10,000 
1,000 

100 

10 

Less than | 


No. of 


Persons 


Per 


cent 


85 


Totals 


CoMMENT: It will be noted (Table 2) 
that some improvement in the produc- 
tion of typhoid protective titers is evi- 
dent in the group vaccinated with the 
present T.A.B. product, over the titers 
produced by the T.A.B. vaccine con- 
taining strain 41-N-8 of S. paratyphi. 
However, to those who have followed 
this series of studies, it will also be 
noted that even the titers resulting from 
inoculation with the“present vaccine are 


(With S. paratyphi 41-N-8) 


Individuals Vaccinated with 


T.A.B. Vaccine 
(With S. paratyphi 41-N 


Before 
Vaccination 
No. of 
Persons 


fter 
ination 


not, in general, as high as those follow 
ing inoculation with monovalent typhoid 
vaccine. No explanation of this obvious 
lowering of protective antibody content 
is offered, but it is thought to be con- 
nected in some way with the multiplicity 
of reaction-provoking substances in 
T.A.B. vaccine simultaneously admin- 
istered, as contrasted to the relatively 
fewer of such substances present in 
monovalent typhoid vaccine.* 


TABLE 3 


Paratyphoid A Protective Titers of Sera from 80 Previously Unvaccinated Individual 
Before Inoculation and 14 Days After Inoculation with the Original 1940 Type TAB 


Vaccine, and of a Comparable Group 


of 69 Individuals Before and 14 Days After 


Inoculation with the Present T.A.B. Vaccine Containing a Para A Component Prepared 


with a Relatively Virulent Strain of S. 


paraty phi 


Number and Per cent of Persons Whose Sera, Before and After Vaccination 
Protected Mice Against the Dosages of Test Organism in Column 


on Le 


T.A.B. Vaccine 


(With S. paratyphi 41-N-8) 


Before 
Vaccination 


Minimum 
Lethal 
Doses of 
the Test 

Organism 

1,000 

100 

10 

l 

Less than | 


No. of 
Persons 


No. of 


Persons 


Per 


cent 


Totals 


ft 


After 
Vaccination 


Individuals Vaccinated with: 


T.A.B. Vaccine 
(With S. paratyphi 41-N-22 


Before 
Vaccination 
No. of 
Persons 


564 
q Vaccination 
Per er No. o Pop 
cent ent Persun ai 
2.34 3 4 
14.11 25 4.24 
36.47 19 
32.94 1 1.36 19 26 
I 1.17 14.11 3 4.10 7 58 
10 11.76 12.32 
74 87.05 60 82.19 
85 99.98 99.97 73 99.97 7 
| 
Vaccination 
|| Per No. of Per 
cent ent Person 
1 1.44 
l 1.2 17 4.0 
17 21.2 32 
5 6.25 48 60.0 3 4.34 19 ’ 
75 93.7 14 17.5 66 95.65 
a 80 99.95 80 99.9 69 99.99 09 9. 98 


Vol 33 


ComMENT: These results (Table 3) 
are characterized by comparatively low 
yrotective titers, when expressed as 


m.d.’s of the test ‘organism. They are 
difficult of interpretation because of the 
relative avirulency of the test organ- 
ism, necessitating the administration of 
enormous numbers of organisms in the 
challenging doses. And, if the causal 
organism, in an actual epidemiological 
situation, were not any more virulent 
than the test organism used in these 
tests, the degree of immunity would re- 
quire restatement in some term other 
than “ m.1.d.” 

However, replacement of S. paratyphi 
41-N-8 by the more virulent strain 
41-N-22 has, apparently, resulted in the 
production of a higher average S. para- 
typhi protective titer. 
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higher than that of the 1940 group, and 
it is possible that this factor may have 
influenced the production of compara- 
tively higher titers by the present 
T.A.B. vaccine. 

Cross-immunization againsi Heterol- 
ogous Types of Salmonella—Sera of 
individuals initially vaccinated with 
T.A.B. vaccine were similarly titrated 
against various types of Salmonella. It 
was found that significant amounts of 
protective substances could be demon- 
strated in such sera, active against 
Salmonella typhimurium, Salmonella 
enteritidis, and against the Java strain 
of paratyphoid B, but not against 
Salmonella choleraesuis nor Salmonella 
oranienburg ; nor were there any demon- 
strable protective substances active 
against Proteus morganti—an organism 


TABLE 4 


Paratyphoid B Protective Titers of Sera from 84 Previously Unvaccinated Individuals, 
Before Inoculation and 14 Days After Inoculation with the Original 1940 Type T A.B 
Vaccine, and of a Comparable Group of 56 Individuals Before and 14 Days After 
Inoculation with the Present T.A.B. Vaccine Containing a Para A Component Prepared 
with a Relatively Virulent Strain of S. paratyphi 


Number and Per cent of Persons Whose Sera, Bejore and After Vaccination, 
Protected Mice Against the Dosages of Test Organism in Column 


on Left 


T.A.B. Vaccine 


(With S. paratyphi 41-N-8) 


Before 
Vaccination 


Minimum 

Lethal 

Doses of _ 
the Test No. of Per 
Organism Persons cent 


1,000,000 
100,000 
10,000 
1,000 

100 

10 

1 

Less than 1 


No. of 


Persons 


Totals 


COMMENT: The potency of T.A.B. 
vaccine containing S. paratyphi 41-N-22 
(Table 4) seems to extend its improved 
quality to protection against S. schott- 
muelleri. However, it will be noted that 
the intitial or “ natural” immunity of 
this group of individuals is, in general, 


After 
Vaccination 


Individuals Vaccinated with 
T.A.B. Vaccine 
(With S. paratyphi 41-N-22 


After 
Vaccination 
Vo. of 
Persons 
19 


Before 
Vaccination 


No. of Per 
Persons cent 


1! 
l 


of questionable etiological significance 
in diarrheal diseases, classified at one 
time with the Salmonella but later with- 
drawn because of its antigenic alienage. 

From these results, it appears that 
T.A.B. vaccine may be considered an 
effective immunizing agent against cer- 


cent ent 
91 
22 26.19 2S 44.64 
37 44.04 | 19.64 
20 23.8 2 3.57 1.78 

5 5.95 4 4.76 20 35.71 

16 19.04 1 1.19 il 19.64 

31 36.9 14 25.00 

32 38.09 9 16.07 
R4 99.98 84 99.98 56 99.99 54 99.97 
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tain types of Salmonella which are 
antigenically related to the vaccine or- 
ganisms, but not against the “ Suipes- 
tifer” or paratyphoid C (O-antigens 
VI-VII) group of Salmonella nor against 
the antigenically unrelated Pr. morganii. 

Cross-immunization against Strains 
of Coliform Organisms containing Sal- 
monella Antigens—Two strains of coli- 
form organisms, each containing a dif- 
ferent group of Salmonella antigens, 
were obtained from Dr. Philip R. Ed- 
wards of the National Salmonella Center 
in Lexington, Ky. One of these was 
designated ‘“ Coli Fla. 573,” and con- 
tained O-antigens I and II (as in para- 
typhoid A); the other was labeled 
“ Coli 3,” and was endowed with O-anti- 
gens IV and V (as in paratyphoid B). 
Although neither of these organisms had 
been indisputably incriminated as the 
causal organism of an enteric infection, 
“Coli 3” was thought to have caused 
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such a condition, based on the absence 
of any other etiological agent in the 
stools of the patient and on a significant 
paratyphoid B agglutinin titer of the 
patient’s serum. Strain “ Coli Fla. 573 
was as virulent for mice as the more 
active strains of S. paratyphi, its mj 
being 1 million organisms in 5 per cent 
mucin. The “Coli 3 culture was 
highly virulent for mice, its m.l.d. in 
mucin being between 100 and 1,000 
organisms. 

It had previously been learned‘ that 
these organisms were loosely connected 
immunogenically with their paratyphoid 
simulants; that is, “ Coli Fla. 573’ 
was capable of evoking a low degree of 
immunity to paratyphoid A, and “ Coli 
3,” prepared as a vaccine, produced a 
somewhat higher degree of immunity to 
paratyphoid B. It was then desired to 
learn, in the event these coliform organ- 
isms were actually pathogens, whether 


TABLE 5 


Js. 


Coliform “Coli Fla 


Protective Titers of Sera from 57 Previously Unvaccinated 


Individuals, Before Inoculation and 14 Days After Inoculation with T.A.B. Vaccine 


Vumber and Per cent of Persons Whose Sera, Before and After Inoculation 
with T.A.B. Vaccine, Protected Mice Against the Dosages of “ Coli Fla 


Minimum 
Le thal - — 
Dose 5 of 
the Test 
Organism 
100 
10 
Less than 1 


Vo. of Persons 


Totals 


Bejore Vaccination 


Entered in Column on Lejt 


After Vaccination 


No. of Persons 
14 
19 
20 
4 


00 57 


TABLE 6 


Coliform “ Coli 3” Protective Titers of Sera from 41 Previously Unvaccinated Individuals, 
Before Inoculation and 14 Days After Inoculation with T.A.B. Vaccine 


Number and Per cent of Persons Whose Sera, Before and After Inoculatio 
with T.A.B. Vaccine, Protected Mice Against the Dosages of “Coli 3’ 


Minimum 
Lethal 
Doses of 
the Test 
Organism 


100,000 
10,000 
1,000 
100 

10 


No. of Persons 


Totals 


Before Vaccination 
- = 


Entered in Column on Lejt 


After Vaccination 
— 


No. of Persons 


22 
17 


> 


Per cent 


Per cent Per cen 
33.33 ; 
66.66 
$7 
8 19.51 4.5 
25 60.97 
19.51 
41 99.99 41 99.98 
> 
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onstrable protective substances 
iainst them were produced in 
inoculated with T.A.B. vaccine. 
protection tests were therefore 
med with the sera of persons 

. vaccinated with T.A.B. vaccine, 
» “Coli Fla. 573” and “ Coli 3” 
ectively as test Organisms. The re- 

i these determinations have been 
ed in Tables 5 and 6. 

«MENT: Vaccination of humans 
f.A.B. vaccine (Table 5) pro- 
demonstrable protective sub- 
active against this coliform 

inism containing paratyphoid A O- 
antigens I and II; but, as in the case 
of serum protection tests against S. 
paratyphi, interpretation of results is 
difficult because of the relative aviru- 
lency of the test organism and the 
necessity for administering enormous 
numbers in the challenging doses. 

ComMMENT: These results (Table 6) 
indicate that vaccination of persons with 
r.A.B. vaccine produced significant 
quantities of protective substances in 
the blood serum of these individuals, 
active against the coliform organism 
containing paratyphoid B O-antigens 
IV and V. It is interesting to note that, 
as in the case of titration of these sera 
for paratyphoid B protective substances, 
the titers of the sera collected before 
vaccination are relatively high. 

Interest in these coliform organisms 
is centered around a statistical analysis 
of the incidence of enteric infections, 
made in 1937 by Callender and Inmon.° 
These observers noted that a significant 
drop in the morbidity of all diarrheal 
diseases in the United States Army fol- 
lowed, by some months, the introduction 
o! S. schottmuelleri in typhoid vaccine, 
and that an equally significant increase 
in these diseases followed the withdrawal 
of the Para B fraction from T.A.B. 
vaccine. They realized that “ the anti- 
genic factors in typhoid [and para- 
typhoid] immunization by the U. S. 
Army may have an influence on the 


morbidity of diarrheal diseases .. .”’; 
and, referring to the apparent correla- 
tion between changes in morbidity and 
changes in the components of enteric 
vaccine, they added: “ Whether this 
series of events is due to immunization 
or not, the coincidence is striking.” 

Members of genera of the family 
Enterobacteriaceae other than the Sal- 
monella are, of course, responsible for 
much of this heterogeneous group of 
“diarrheal diseases.” Coliform organ- 
isms have often been suspected of hav- 
ing some etiological significance, but 
have never been definitely incriminated 
as causal organisms of human enteric 
infection; and even more often, prob- 
ably, these organisms have escaped 
attempts to incriminate them solely 
because of their coliform cultural char- 
acteristics. 

One instance of the reverse of 
this was brought to our attention 
about a year ago—that is, an instance 
wherein the cultural characteristics of 
an organism were overlooked (or not 
determined), the culture being hastily 
typed with diagnostic Salmonella sera 
and reported as S. paratyphi because of 
its high agglutinability by Para A serum 
Later, this culture was found to ferment 
lactose slowly, and it was subsequently 
identified as a coliform organism con- 
taining Para A antigens. 

The question arises—How often, if 
this latter procedure were followed, 
would coliform organisms, suspected of 
playing an etiological réle in diarrheas, 
be found to contain Salmonella antigens? 
And this suggests another question: Are 
these particular coliform organisms the 
only—or the most common—representa- 
tives of the Escherichia capable of pro- 
ducing enteric symptoms in man? If so, 
the connection between morbidity of 
diarrheal diseases and the antigenic 
content of enteric vaccines becomes evi- 
dent. A potentially productive field for 
investigation of this type of enteric in- 
fection is open to the epidemiologist. 
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SUMMARY 

Studies have been presented on the 
special problems involved in the selec- 
tion of desirable vaccine strains of or- 
ganisms comprising T.A.B. vaccine, and 
on the production of circulating protec- 
tive substances by vaccination with 
T.A.B. vaccine. 

The apparent relationship of typhoid- 
paratyphoid immunization to the mor- 
bidity of all diarrheal diseases in the 
United States Army has been briefly 
discussed. 

Vaccine strains of organisms were 
chosen on the basis of their virulence 
for mice on the one hand, and for their 
immunogenic potency as demonstrated 
by active immunization of mice, on 
the other. 

Initial vaccination of young adult 
males with T.A.B. vaccine produced 
significant amounts of protective sub- 
stances in the blood serum active against 
E. typhosa, S. paratyphi, S. schottmuel- 
leri, the Java strain of paratyphoid B, 
S. enteritidis, S. typhimurium, and 
against two coliform organisms contain- 
ing Salmonella O-antigens I and II, and 
IV and V, respectively. Such vaccina- 
tion failed to produce,-by the method 
used for detection, demonstrable pro- 
tective substances active against . S. 
choleraesuis, S. oranienburg, and Pr. 
morganii. 

Replacement of the originally selected 
strain of S. paratyphi as the Para A 
component of T.A.B. vaccine with a 
relatively more virulent strain of this 
organism was followed by a general 
improvement in the potency of the 
combined product, as evidenced by 
significantly higher protective titers for 
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E. typhosa, S. 
schottmuelleri. 

Coliform organisms containing Sg). 
monella antigens offer an interest 
group of possible etiological agents for 
study, particularly in view of the anti- 
genic and immunogenic relationship be- 
tween these and the T.A.B. vaccine 
organisms. It is probable that, if colj- 
form organisms suspected of causing or 
inciting enteric infections were typed 
with diagnostic Salmonella sera, many 
more of such antigenic relationships 
would be revealed. 


paratyphi, and §. 
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THE USE AND ABUSE OF EPIDEMICS 
or 
THE SYLLOGISTIC BLITZKRIEG 


N these days of rationing, an unwanted health official must be removed from 

office by some means other than choking him to death with butter. Of the 
substitute measures available, one of the most effective and at the same time 
least suspected by the public, is what may be called the syllogistic blitzkrieg. In 
applying this devastating procedure, one needs only to generalize along seemingly 
sound lines, then with some fanfare and drama, to go from the general to the 
particular, thus: (1) The occurrence of an epidemic is evidence of the incom- 
petence of the health official having jurisdiction; (2) an epidemic has occurred in 
Dr. John Smith’s jurisdiction; (therefore) (3) Dr. John Smith is incompetent. 

The major proposition here is one that might be true in a particular instance, 
but as it cannot be applied in all cases, it is not a sound premise. However, it 
can easily be brought to focus in the public mind, and in expert blitzkrieging, it 
is seldom necessary even to state it. About all that one need do is to furnish the 
second or intermediate step: “An epidemic has occurred in Dr. John Smith’s 
jurisdiction.” Give this some publicity, with perhaps a few indignant letters to 
the newspapers, and, bingo, Dr. Smith’s incompetence is established beyond 
peradventure of doubt, and out he goes: And all this without scrutiny of the 
major premise or, for that matter, without inquiry as to whether or not an 
epidemic really exists. 

The effectiveness of the technic depends upon the fact that, though the man 
on the street is not likely to be able to define a syllogism, he is fond of putting 
two and two together and thus tends to reason along these deadly lines. This is 
a fine thing for a democracy, as long as the ability to recognize two and two does 
hot require any special training or technical knowledge. If that necessity does 
arise, then the whole syllogistic process becomes highly dangerous, for there are 
millions of false premises lying around loose and one may, by mistake or design, 

[569] 


— 


570 AMERICAN JOURNAL OF PUBLIC HEALTH May, 1943 


use such propositions to prove that all cats have two tails, or that white 
or that a health official is a most incompetent fellow. 

All of this leads to a declaration that we are not happy about a recent sequence 
of events in the Mental Hygiene Commission of New York State. These even: 
in effect, were as follows: (1) There broke, in the newspapers, a story that there 
was an outbreak of amebic dysentery in the Creedmore (psychiatric) State Hos. 
pital. (2) An investigating committee reported conditions as distressing ang 
there was a great furore. (3) The Commissioner of Mental Hygiene “ retired 
(4) The state law was changed so that it will permit choice of a mental hygien 
commissioner solely for his ability as an administrator. 

The retiring commissioner may or may not have been incompetent. That js 
not the issue. The disturbing thing is that amebic dysentery in a psychopathi 
population was the criterion used to determine competency. In such an insti- 
tution, with depleted help and with patients in many instances serving as attend- 
ants, one may not expect the amebic dysentery case rate or carrier rate to be 
as low as in normal persons living normal lives. To be astonished that it is 
higher is, from an epidemiological standpoint, on a par with astonishment that 
there are more tombstones in a cemetery than in a victory garden. And because 
it is misleading to count carriers of Entamoeba histolytica cysts as cases of amebic 
dysentery, epidemiologists, in this particular instance, would be interested in 
knowing just how rates were calculated. Was the outbreak made up of newh 
discovered and currently occurring cases of amebic dysentery, or was its substance 
to be found in data from a stool survey, with detection of carriers? The two 
things are quite different. One wonders, too, how the new law permitting appoint- 
ment of a mental hygiene commissioner “ solely for his ability as an administrator, 
will lessen the amebic dysentery carrier or case rate in this institution, or in 
others, if looked for in the future. The sane and unemotional New York Academy 
of Medicine did not think this change in the law wise, and opposed it in a letter 
to the Governor. 

Finally, we should like to know if the conclusions reached in this episode were 
on the recommendation of those experienced in public health administration and 
epidemiology. We are inclined to doubt it; and though conceivably the action 
taken may have been prompted by the purest of motives, the sequence of events 
bears many of the earmarks of the syllogistic blitzkrieg. New York is one of the 
great states of the Union. For many years its governors have set, for those in 
other states, a fine example in the way they have dealt with public health problems 
It is to be hoped that this well earned and nationally valuable prestige is not | 
be impaired. 
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GRASS ROOTS HEALTH EDUCATION 


ad HERE came into our hands a short time ago the February number of Health 
Briefs published by the Tennessee Department of Public Health. This issue 
is given over almost entirely to the report of health education work. done by 4 
. class in a Negro junior high school in one of the larger cities of the state. 
This report is a live document, a sound one, a significant one; and whoever 
laid out this piece of work tapped the very grass roots of common sense. That 
this is so is evidenced by the opening statement of these quite young students: 


| 
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wish to make our ‘essay’ as practical as possible. We shall confine 
ussion to the four topics: (1) What ae 7 know about tuberculosis. 
hat people don’t know about tuberculosis. (3) What facts students con- 

most important. (4) What needs to be Pues about it.’ 
then, mirabile dictu, they did an amazing thing. They actually went 
learned what people know and don’t know about tuberculosis. But 
doing this they charted their course. They defined their terms. They 
| interviewing. They listed questions to be asked and, in order to avoid 
nd misinterpretation in answers to their questions, they decided to write 
every reply in the exact phraseology used by the persons interviewed. They 
asked, “ What do you think tuberculosis is? ” and received replies varying from, 
Honey, I don’t know what it is ” to “A disease caused from drinking and dancing.” 
Sixty per cent of those questioned believed tuberculosis to be inherited and only 

5 per cent were of the opinion that it could be cured. 

Another question asked was, “ Do you believe there is any medicine that will 
ure tuberculosis? If any, what medicine?” The report states that there were 
many correct answers to that question and this is encouraging; but encouraging, 
too, and of interest is this statement by the students, “. . . our emotions upon 
reading the answers ran from surprise, disgust, amazement, and approval to pity.” 
This is quite understandable in view of some of the answers: “ Make a stew of 
rich fat dog,” “There is a little black pill that you get at the drugstone,” “J 
know a lady who ate 1,966 eggs in one year and drank one-half gallon of milk 
aday. She got well.” (Ah there, Health Educators! ) 

Analyzing their findings, considering them in terms of age-range of persons 
interviewed and by occupation and educational background, these junior high 
school pupils went on to express what they thought ought to be done in pro- 
viding public health education in regard to tuberculosis. ‘“ Through this survey 
and class discussion we concluded that there were certain things which would 
increase the general information about tuberculosis, reduce, and in time eradicate 
this terrible disease.” They then presented conclusions which, coming from the 
firing line as they do, represent tactics rather than strategy, but are shrewd and 
sound within their limitations. 

Here is no second-hand perusing of abstract information, no dallying with 
esoteric terminology. On the contrary, it represents a serious and direct approach 
to an actual and serious problem. We wish there might be more of this sort of 
thing in health education. We give it the title “ grass roots health education ” 
not because it comes from a state where the grass is very beautiful but because it 
goes deeply into the soil in which health education must grow. 


LETTERS TO THE EDITOR 


To THE EpITor: 

The letter from Mr. H. M. C. Luykx 
published in the April issue of the 
American Journal of Public Health 
raises several interesting questions. 

A numerical expression such as 
12.2 + 1.1 is certainly subject to mis- 
interpretation. A brief poll among my 
colleagues here in the Census Bureau 
indicates, indeed, considerable differ- 
ence of opinion as to the likely meaning 
of a value given after the + sign if 
presented without explanation. In 
spite of this fact I doubt if it is possible 
or desirable to eliminate the use of the 

sign because of the economy of ex- 
pression which it permits. This is par- 
ticularly the case in tabular presenta- 
tion. The consensus here is that, if 
clearly defined in the article, the nota- 
tion is useful and that in the more 
recent American statistical literature it 
is now customary and acceptable to 
give the value of the standard error 
after the + sign. However, in certain 
statistical presentations it might be de- 
sirable to give some’ multiple of the 
standard error to indicate the complete 
range of values corresponding to a 
probability value determined by the 
criterion of significance. 

Attention should be called to the 
confusion which might result from the 
fourth paragraph of Mr. Luykx’ letter. 
This paragraph discusses the possible 


To THE EpITor: 

It must be true that some persons 
will misunderstand the meaning of 
“plus or minus” or the sign +. Mr. 
Luykx’ point is that statisticians will 
not know whether reference is to the 
probable error or to the standard de- 
viation; and that non-statisticians may 


range of sample mean values for 4 
possible hypotheses regarding the 
“true” or population mean value. fy. 
cept in special cases the statistical jp. 
vestigator is not interested in the 
overall range of possible sample values 
for all acceptable hypotheses, by 
rather in the range of the hypotheses 
themselves. The investigator is in- 
terested in the “ true mean incubation 
period ” and, using Mr. Luykx’ figures 
and probability limits, this might well 
be within the range from 8.9 to 15.5 
days. That is to say, the obtained mean 
value of 12.2 days is not incompatable 
with the hypothesis that the “ true 
mean incubation period is 8.9 days, nor 
with the hypothesis that the “ true’ 
mean incubation period value is 15.5 
days, nor with the hypothesis that it is 
some stated number between these 
limits. To suggest that “. . . one 
should not be surprised to find an 
average anywhere . . . between 5.6 
days and 18.8 days” obscures the fact 
of greatest interest, namely, that the 
population mean value probably lies 
between 8.9 and 15.5. 
March 27, 1943. 


Forrest E. Assistant 
Chief Statistician for Vital 
Statistics, Bureau of the 
Census, Washington, D. C. 


regard the sign as referring to the 
highest and lowest values. 

It is not my impression that readers 
of the Journal with any statistical 
training would interpret + as indi- 
cating anything but the probable 
error. Certainly the textbooks and 
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literature in our field generally give this 
interpretation. 

That the uninitiated might misunder- 
stand the + sign is perfectly true, and 
it would therefore probably be best to 
write, for example, “standard devia- 
tion (or S.D.) = 1.6,” or if the writer 
insists, “ probable error (or Ps.) = 
1.1,” the probable error being .6745 
times the standard deviation. 

Even so, I am not sure that in re- 
proving the American Journal of Public 
Health, Mr. Luykx is spanking the 
right baby. After all, this Journal 


lo THE EDITOR: 

| have read Mr. Luykx’ letter with 
much interest. I agree with him that 
the plus or minus symbol attached to 
a mean will not be very enlightening to 
readers untrained in statistics. I am 
inclined to believe, however, that these 
readers skip over such items with the 
greatest of ease and only readers who 
have been exposed to courses in sta- 
tistics at one time or another notice 
these pluses and minuses at all. For 
them and their amnesias the author 
should not be blamed. It would be 
well, however, to place a P.E. (prob- 
able error) or an S.E. (standard error) 
after the symbol in order to insure the 
exact meaning. 

Mr. Luykx’ letter raises two points, 
however, which cannot be dismissed so 
lightly. First, he, as well as the author 
he quotes, accepts a normal sampling 
range for a biological fact such as 
“incubation period” which may have 
a range quite different from what 
normal sampling theory would call for. 
Since there is surely a lower biological 
limit to the incubation period, the 
mechanical application of standard 
error theory to mean incubation period, 
especially when the sample is rela- 
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y quoted the Journal of the 
A.M.A. Moreover, the responsibility 
for reforms of this type can more 
reasonably be placed upon statistical 
groups, teachers, and textbooks writers 
It would hardly do for the Journal to 
say in effect to its contributors, “ Now 
you go to your room and write so-and- 
so-many times, “Use S.D. or P.E 
instead of +.” 
March 24, 1943. 


A. W. Hepricu, Chief, Bureau 
of Vital Statistics, Maryland 
Department of Health 


merely 


tively small, may result in the paradox 
of including biologically impossible 
events within the range of statistical 
probability. Examples of actually im- 
possible events made probable by erro- 
neous statistical methods are not hard to 
find. If the death rate for a given disease 
is, say .95 + .05 S.E., we should con- 
clude statistically that the odds are 
19:1 that the true death rate lies some- 
where between 85 and 105 per 100! 

A second point raised by this letter 
is the procedure of assuming that the 
sample mean is equal to the true mean. 
This is an outmoded way of regarding 
the problem and can lead only to 
erroneous results. We do not need to 
make this assumption and furthermore, 
we cannot. We can, however, conclude 
the following: If the observed mean 
is 12.2 and the standard error is 1.1, 
then it follows that it is more probable 
that the true mean will lie somewhere 
between 12.2 + 1.1 S.E. rather than 
outside of these limits. In fact, it will 
lie within these limits 68.26 per cent 
of the time (or odds of 2:1) and be- 
tween 12.2 + 2(1.1) S.E. 95 per cent 
of the time (or odds of 19:1) and so 
forth. This is all we can deduce from 
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the given data. We can, however, test 
any hypothesis that may be proposed 
about the true mean. For example, if 
there is cogent reason to assume that 
the true mean is 12, we can conclude 
that the observed sample is not an ab- 
normal sample, for the difference be- 
tween the observed and true mean in 
that case is only .2 which has a critical 


To THE 

While seconding Mr. Luykx’ objec- 
tions to the reference in your January 
issue to an average incubation period 
of “12.2 plus or minus 1.1 days,” I 
should like to go further and risk 
charges of treason to my profession by 
inquiring why in this case any refer- 
ence should be made to an average 
incubation period. 

The article to which reference is 
made (A. E. Casey, The Incubation 
Period in Epidemic Poliomyelitis, 
Journal of the American Medical As- 
sociation, 120, 11:805 (November 14), 
1942, contains a table from which the 
following interesting facts can _ be 
derived: 

1. In none of a series of 37 secondary 
cases of poliomyelitis were prodromal symp- 
toms observed prior to the Sth day after 
exposure to the primary case. 

2. The onset of symptoms occurred in every 
case but one during the Sth through 22nd 
days after exposure, with no very pronounced 
concentration of cases at any point within 
that interval. 

3. In a single case the onset of symptoms 
was observed 35 days after exposure. 


As a layman whose information 
about poliomyelitis comes almost wholly 
from newspapers and announcements 
of Birthday Balls, and as a pragmatist 
who has messed about in various kinds 
of statistics, I would infer from these 
findings that a child suspected of having 
had a single exposure ought to be 
watched carefully for symptoms during 
the period indicated. I should also 
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ratio of .2/1.1 = .18, and consequent) 
is not significant. 
March 23, 1943. 

JosePH ZUBIN, Associate Re- 
search Psychologist and In. 
structor in Psychiatry, New 
York State Psychiatric Insti- 
tute and Hospital 


infer that the case in which the incy- 
bation period appeared to be 35 days 
might warrant further investigation jf 
possible to discover any peculiarities in 
the patient’s characteristics, history, o1 
environment which might hypotheti- 
cally be associated with the unusually 
long incubation period. 
For purposes of comparing Dr 
Casey’s data with other series of ob- 
servations, conventional measures of 
central tendency and dispersion might 
be useful, but in drawing practical con- 
clusions from this particular set of 
data the mean and the standard devia- 
tion are by themselves almost useless 
and likely to be misleading. It would 
indeed be profitable, if possible, to 
evaluate statistically the chances of 
encountering an incubation period of 
less than 5 days or more than 22 days; 
but the author of the article has not 
seen fit to do this and I do not believe 
that he would have been justified in 
doing so in view of the small number o/ 
non-normal distribution of his cases 
Statistical methodology ought to be 
used as a means to understanding the 
universe and not as an esoteric device 
to fill the minds of the uninitiated with 
awe. 
March 17, 1943. 


ELBRIDGE SIBLEy, Consultant, 
Division of Statistical Stand- 
ards, Bureau of the Budget, 
Washington, D. C. 


REPORTS OF COMMITTEES 


Laws of the American Public Health Association provide that no standards shall 


lgated as the official and authorized judgment of the Association except with the 


f the Governing Council. 


Except where specifically noted to the contrary, the 


reports are in the nature of progress reports from committees, most of which have 
) approvs al, but which have not been presented for Governing Council action, and 


not to be interpreted as standards approved by the 


American Public Health 


Report of the Archivist, 1942 


Laboratory Section 


year your archivist reports 
first on the activities of the mem- 
bers of the Section as gleaned from the 
current literature.’ 
Brigadier General Frederick F. Rus- 
S. Army, Medical Reserve 
received from the American 
ocial Hygiene Association the William 
Freeman Snow award for distinguished 
service to humanity. The award was 
made in recognition of General Russell’s 
ork in organizing the syphilis and 
norrhea control program in the Army 
in the War of 1918, which was the 
basis of the present Army program. 
former recipients of this 
ward were General Pershing and 
Surgeon General Thomas Parran of the 
Public Health Service. General 
Russell is also honored by the present 
generation of students in science. At 
rge Washington University, Wash- 
ington, D. C., there is the Smith-Reed- 
Russell Society, named in honor of Dr. 
rheobald Smith, Major Walter Reed, 
and General Russell, all former profes- 
sors of bacteriology at this medical 


The two 
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George M. Sternberg, another 
charter member, is memorialized at the 
University of Michigan Medical School, 
where the Sternberg Medal was estab- 
lished in 1921. The medal is awarded 
annually to the student who has the 
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best record in the subject of preventive 
medicine. 

Dr. Ludwig Hektoen and Dr. Joseph 
McFarland, two other charter members 
of the Section, received recent awards 
To Dr. Hektoen was given the Dis- 
tinguished Service Medal of the Ameri- 
can Medical Association in recognition 
of the very great contributions he has 
made in many fields of science. Dr. 
McFarland, now Emeritus Professor of 
Pathology of the University of Penn- 
sylvania School of Medicine, was pre- 
sented the gold medal of the Strittmatter 
Award of the Philadelphia County 
Medical Society. 

Brigadier General Raymond A 
Kelser of the Army Veterinary Corps, 
and Chairman of the Standard Methods 
Committee on the Biology of the 
Laboratory Animal, received the award 
of the Twelfth International Veterinary 
Congress for distinguished service to 
veterinary science in the fight against 
livestock diseases. General Kelser’s 
distinguished career in the Veterinary 
Corps dates back to the European War 
of 1918. 

Dr. Jacob Geiger, San Francisco, re- 
ceived the blue ribbon and collar of the 
Order of Merit, Grade of Commander, 
of the Republic of Chile “for excel- 
lence of administration and research in 
solving public health problems.” 
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Dr. Wilfred H. Kellogg, Chief of the 
Division of Laboratories of the Cali- 
fornia Department of Health, and 
credited with being the first man to 
make a bacteriologic diagnosis of plague 
in the United States, retired from his 
activities September 3, 1941. Dr. 
Kellogg was Chairman of the Labora- 
tory Section 1934-1935. 

Dr. Malcolm H. Soule, Professor of 
Bacteriology and Chairman of the 
Hygienic Laboratory at the University 
of Michigan, on leave of absence, acted 
as consultant to the Director of the 
Division of Health and Sanitation, 
Coérdinator of Inter-American Affairs 
at the Pan American Sanitary Confer- 
ence in Rio de Janeiro in September. 
He is remaining in South America until 
the end of November investigating the 
activities of the Division in that 
continent. 

There is recorded with deep regret 
the death of the following members of 
the Section since the last report: 

L. T. Clark, D.Sc 

Detroit, Mich. Elected 

Elected Fellow 1931 
Carlos Manuel Garcia, M.D. 

Habana, Cuba. Elected Member 1936. 

Justus Goslau, M.D 

Cedar Grove, N. J. Elected Member 1938. 

Clifford B. Line, D.V.M. 

Lansing, Mich. Elected Member 1940 

Emerson Megrail, M.D 

Cleveland, Ohio. Elected Member 1919, 

Elected Fellow 1924. 
Joseph E. Pollard, M.D. 
Newark, N. J. Elected Member 1924. 


Member 1919, 


Last year a special plea was made for 
documents that have formed part of the 
official transactions of the Section and 
that should be preserved for official 
reference—a plea addressed in particular 
to the officers, committee members, and 


referees. Each official should leave a 
memorial of all the important proceed- 
ings that occur during his office. Ob- 
viously, the archives cannot be a de- 
pository for accumulated correspond- 
ence and records. Each contributor 
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should select the material of value jp 
his possession and as it ceases to be in 
current use, deposit it; that is, convert 
it into archives as regularly as possible 
and thereafter leave it undisturbed 
The Council took immediate cognizance 
of this situation by action aimed to 
facilitate the deposit of pertinent ma. 
terial, but since nothing has been re. 
ceived, it would seem that yoy; 
archivist must begin a campaign to 
collect this material. 

There is no occasion to make routine 
deposit of all published reports, but 
unpublished data, as, for example, 
record of the work of the Subcommittee 
on the Educational Qualifications of 
Laboratory Personnel and its report to 
the Association’s main Committee on 
Professional Education, should be ayail- 
able in the archives.* Only in this way 
will the records of the objectives. 
policies, transactions, and achievements 
of the Section be preserved. Depositing 
original material of this character in the 
archives interferes in no way with the 
office of Secretary. Indeed, if there 
could be developed an awareness of the 
archival value of each transaction and 
a positive responsibility in each officer 
to contribute to this official record of 
the Section, the secretary’s office would 
be freed for current administrative 
transactions. 

War intensifies the need for 
depository. Thus, while archives are 
not historical notes drawn up for 
posterity, the Office of Archives might, 
in the present situation, well become the 
depository of material for future evalu- 
ation and disposition, in contrast to its 
traditional function of receiving only 
completed documents. The National 
Research Council has made fullest 
preparation for a “ Medical History of 
the War” and the Subcommittee on 
Historical Records has urged that phy- 
sicians “make a point of keeping 
diaries and of preserving materials 
which may ultimately be useful to the 
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Members of the Laboratory 
Section have a definite obligation in 
this respect. There will be unusual 
opport nity on all fronts for new ob- 
servations and for the trial and investi- 
sation of technics under new condi- 
tions. Certain of these wartime 
observations will have important peace- 
time applications. They will contribute, 
for example, to the Section’s volume 
Diagnostic Procedures and Reagents, 
which, as the report of the Executive 
Board of the Association stated last 
year, will “ inevitably become the most 
representative source of experience and 
iudgment.” * Other records so collected 
would add measurably to the archives 
as evidence of the activities of mem- 
bers of the Section and might con- 
tribute, secondarily, to the “ Medical 
History of the War.” I offer this sug- 
gestion to the Council and Referees for 
active consideration. 

It was the intention last year to ad- 
dress each member of the Section for a 
record of activities and contributions to 
the national defense. This was deferred, 
but now with the formal action of War 


history 


REPORT OF THE ARCHIVIST 


it is important that the archives include 
a record of its members, in whatever 
capacity they may be serving. It is, 
therefore, proposed to canvass the entire 
membership in the hope of securing 
such a record. 

The office of archives should be uti- 
lized by the membership. The con- 
tribution of the Section to the expand- 
ing fields of laboratory science can never 
be fully evaluated unless the members 
develop a responsible archival sense of 
their activities, and deposit record of 
them for the study of some future his- 
torian or research worker. 
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Report of the Chairman of the 
Coordinating Committee 


Laboratory Section 


NCE more the chairman of the 

Coordinating Committee can only 
emphasize the essential adequacy of 
the reports of the various working 
committee chairmen. 

It is noteworthy that with changing 
conditions resulting from our war effort 
there has been no lag in the recognition 
by our committees of the fundamental 
advances in our various fields of public 
health laboratory procedure. 

At probably no other time in our 
national history have milk and dairy 
products been so well recognized for 
their important réle in every phase of 
our economy. Their potentialities for 
both good and evil are almost uni- 
versally recognized. 

The work of our Committee on 
Standard Methods for the Examination 
of Dairy Products is thoroughly appre- 
ciated and recognized and its influence 
is constantly increasing. This fine re- 
sult is due not only to the keen judg- 
ment and alertness of our Chairman, 
Dr. Robert Breed, but also to the suc- 
cess he has had in the selection of 
collaborators of the first rank. 

It is no simple matter for any group 
to ‘anticipate changes and be ready to 
meet new conditions which characterize 
the present era. The shortage of agar 
and the production of a type of phos- 
phatase by thermophilic bacteria are 
but two of many developments our 
committee is well prepared to meet. 

The large sales and the demand for a 
Spanish edition of our volume on 
Standard Methods are supporting evi- 


dence for the truth of these statements 
The decision to prepare merely 
Spanish summary of the present report 
seems to be a wise one. 

The Committee on Frozen Desserts 
Dr. Friend Lee Mickle, Chairman, js 
working in close codperation with the 
Dairy Products Committee. 

The Water Committee is 
with problems which are becoming 
more complicated day by day. With 
advances in our knowledge of water 
bacteria the Chairman, Dr. W. L 
Mallmann, is charged with steering a 
safe course between pure science and 
practical sanitation. 

The Committee on Diagnostic Pro- 
cedures and Reagents has been en- 
larged by its Chairman, Dr. W. |) 
Stovall. This has been done for the 
purpose of making our volume more 
comprehensive. The job of selecting 
new referees has not been an easy on 
It has been well done. 

It is predicted that this committee s 
report has reached only the most pre- 
liminary stages of the recognition it is 
destined to receive. 

Prior to this war the laboratory 11 
terests of even public health workers 
were restricted to a few chemical and 
bacteriological procedures. Even ‘0 
their willing dependence on their labo- 
ratories was far beyond that of the 
average practitioner of medicine. With 
the war our concern for methods 0! 
diagnosis have suddenly increased from 
reluctant toleration to an almost frantic 
demand for help. One of the reasons 
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is our broadened interest in 
which up to now we have 


agIseast- 


| away under the label “ Tropi- 
Now that we have begun to 
ind read with keener interest— 
the history of cholera, plague, 
fever, malaria, and typhus, we 
) wonder why we ever thought 


tucked 
cal 
think 
about 
yellow 
begin 
of them as tropical. We suddenly 
that they must not be placed 
the things that are exclusively 

the things that cannot happen 
here—because they have happened 
here. And with restrictions which are 
becoming more necessary every day, no 
safe prediction can be made concerning 
our possible experience with them in 
the coming years. 

The important point in this is that 
diagnosis of these conditions must have 
laboratory confirmation. Our medical 
schools have been criticised by govern- 
ment medical departments because doc- 
tors coming into the service know so 
little about the erroneously designated 
tropical diseases. A more serious type 
of unpreparedness is the lack of labo- 
ratories which have the trained per- 
sonnel and the equipment to render the 
service required to recognize com- 
municable and other morbid conditions 
which we practically neglected because 
we have thought of them as exotic. 

The chairman of our committee is 


realize 
among 


tropical 
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well aware of our great needs in this 
emergency. 

The Committee on Biological Prod- 
ucts, Colonel Elliott S. Robinson, 
Chairman, has been alert during the 
year but active work has been restricted. 

The Chairman of the Committee on 
the Biology of the Laboratory Animal, 
General R. A. Kelser, V.C., has been 
too much occupied by his official duties 
to do more than maintain interest in the 
work of his committee. One of his 
active Associate Referees, Dr. Paul A. 
Moody, University of Vermont, has 
prepared a progress report on the work 
of this committee. 

An outstanding achievement of the 
Laboratory Section during the past year 
is the reéstablishment of the Committee 
on Germicides and Other Deterrents of 
Bacterial Growth, under the Chairman- 
ship of Dr. Stuart Mudd. Since his 
appointment, Dr. Mudd has _ been 
actively engaged in the selection of his 
referees and organization of the work 
of his committee. Since the products 
and procedures which will be studied by 
this committee are so much involved in 
our war effort it is predicted that the 
work will be facilitated rather than 
hindered. 


A. PARKER HitTcHENs, M.D.. 
Chairman 


Milk and Milk Products’ 


(Milk, Cream, Butter and Cheese) 


Laboratory Section 


URING the year a special study 

has been started in an effort to 
bring about a better standardization of 
the methylene blue technic in routine 
control work. This has been under- 
taken by a subcommittee in preparation 
for a future edition of the Dairy 
Products Report. The subcommittee 
consists of C. A. Abele, Chairman, A. 
H. Robertson, H. R. Thornton, E. H. 
Parfitt, and W. D. Dotterrer C. K. 
Johns has been asked to make a com- 
parative study of the resazurin tests 
and will report on his findings in the 
symposium (see April Journal, page 
393). 

Attention is being given to a stand- 
ardization of methods for the examina- 
tion of chocolate’ milk drinks and 
homogenized milk. C. C. Carson 
having been drawn into Army service, 
the work on methods of making sedi- 
ment tests is being reorganized. 
Professor H. C. Olson has been ap- 
pointed Referee for Methods of Ex- 
amining Butter, and Dr. M. W. Yale, 
Associate Referee for Methods of Ex- 
amining Cheese. Raoul F. Cowley of 
Cuba has been appointed a Referee, and 
Dr. A. de la Garza Brito is in process of 
being appointed a Referee to represent 
Cuba and Mexico, respectively. A. W. 
Fuchs has been asked to serve as a 


Referee to assist in coOrdinating the 
standardization of laboratory and milk 
ordinance work. 

We regret to report the death of on 
of the active and valuable members oj 
the committee, W. S. Frisbie. W. A 
Queen is being asked to serve as 
Referee on Chemical Methods in his 
place. 

Last year, Professor L. H. Burg. 
wald was asked to make a survey of 
Laboratories to determine how many 
were utilizing the phosphatase test and 
which of the several tests in current us 
they had found to be the most useful 
His report was given at Atlantic City 
in October, 1941, and later was pul 
lished in the Journal of Dairy Scienc 
25:285-291, 1942. Separates wer 
purchased and distributed to more thar 
a thousand laboratories that use the 
A.P.H.A. Dairy Products Report. 


RoBert S. BREED, PH.D., Chairman 
A. H. ROBERTSON 

Mac H. McCrapy 

S. R. Damon, Pu.D. 

R. V. Stone, D.V.M. 

A. J. Stack, M.D. 

W. D. Trepeman, M.C.E. 

J. H. Suraper, Px.D. 

H. C. Orson, Pxu.D. 

Raout F. Cow.ey 


* Report of the Standard Methods Committee on Milk and Milk Products. 
STANDARD MetHops Committee ON EXAMINATION oF Darry Propucts 


ized 1905. Reorganized 1933. 
1937-1938, 1938-1939, 1939-1940, 
1929, 1934, 1939, 1941. 


Published reports: 
1940-1941. 


Year Books, 1934-1935, 1935-1936, | 
8 volumes published: 1910, 1916, 192! 
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Standard Methods for Dairy Products * 


Laboratory Section 


Sth edition of Standard 

» the Examination of Dairy 

has continued to be excellent. 
nal printing of 3,000 copies 
en exhausted, 2,000 additional 
ve been printed and are now 
for sale. Recently a request 
made by Mexican members 
\ssociation that a Spanish 
translation of this report be published. 
\s this does not seem to be feasible, the 
committee in charge have under con- 
the publication of a summary 

f the present report in Spanish. A 


D RING the past year the sale of 
Meta 


Product 
The 

having 
copies 


available 


the Joint Editorial Committee for 
ds for the Examination of Milk and 


subcommittee composed of Dr. A. de la 
Garza Brito, Chairman, Dr. O. Costa- 
Mandry and Raoul Cowley has been 
appointed to care for this matter. 
Because of the effective help given 
by them to the Joint Editorial Com- 
mittee which had charge of the pub- 
lication of the 8th edition, Dr. A. H. 
Robertson and Dr. S. R. Damon have 
been asked to study the present report, 
looking toward a condensation of the 
English text and a better codrdination 
of the various sections of the report. 


RoBert S. Breep, Pu.D., Chairman 
A. PARKER Hitcuens, M.D. 

F. Lee Mick te, Sc.D. 

H. T. Scott, Px.D. 

E. M. Batrey, Px.D. (for A.O.A.C.) 


Bacteriological Examination of Shellfish 
and Shellfish Waters’ 


Laboratory Section 


INTRODUCTION 


HE first edition of Standard Meth- 

ods for the Bacteriological Exami- 
nation of Shellfish was adopted in 1920 
and printed in the American Journal 
of Public Health in 1922 (vol. 12, p. 
574). In 1933 the late Professor Fred- 
erick P. Gorham suggested several minor 
changes (AJ.P.H., vol. 23, pp. 56-57). 
However, no action was taken until 
1935. At that time Dr. C. A. Perry 
was appointed referee under Dr. Robert 
S. Breed’s Committee on Examination 
of Dairy and Food Products. 

A questionnaire was sent to all in- 
terested persons, dealing with different 
aspects of a bacteriological procedure. 
The answers were carefully compiled 
and formed the basis of discussions held 
at the Army Medical School in Wash- 
ington in April and November, 1935. 
In addition there was a symposium on 
shellfish at the Milwaukee Meeting of 
the American Public Health Association 
(1935) at which time the need for re- 
vision of existing bacteriological methods 
for the examination of shellfish was 
stressed. At this meeting an editor-in- 
chief of a proposed treatise on shellfish 
was appointed with a board of four to 
report on such aspects as (a) the eco- 
nomic importance and distribution of 
the shellfish industry in North America, 
(b) the biology of shellfish in relation 
to sanitation problems, (c) sanitary 


* Recommended Methods of Procedure. Report of 
the Standard Methods Committee to the Committee 
on Research and Standards 


STANDARD MetHops COMMITTEE FOR THE 


Organized 1938. Published report Year Book 


surveys of production areas, (d) labora. 
tory methods for use in the sanitar 
control of shellfish, (e) laboratory meth. 
ods for use in the control of adulteratio, 
and decomposition of shellfish, (f) tox 

products in mussels and their contr 

(g) epidemiology of shellfish epidemics 
and (h) the nutritional value of shell. 
fish. The plans, however, for a com- 
prehensive report on shellfish have not 
yet been possible of attainment. 

A new trial procedure for the bac- 
teriological examination of shellfish wa: 
mimeographed and distributed during 
December, 1935. It was revised and 
redistributed to all concerned in Jul 
and again in December, 1938. Follow 
ing the meeting of the committee at 
Ottawa, on June 17, 1940, another re- 
vision was issued in December, 194 
and again in July, 1941. The final revi- 
sion was adopted at a joint meeting o! 
the Laboratory and Sanitary Engineer- 
ing Sections of the American Publi 
Health Association at Atlantic City, on 
October 15, 1941. 

The procedure has therefore under- 
gone at least six revisions between 193: 
and 1941. It represents considerable 
effort to meet the criticisms of various 
individuals and groups. Those respon- 
sible for the present method are under 
no delusion in regard to its techni i 
limitations and it is fully realized that 
improvements and changes will follow 
further careful study. 

Since the publication of the first 
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vethod, dissatisfaction with 
acies in the practical sanitary 
the shellfish industry has been 
[t has become apparent from 
studies of shellfish and the 
hellfish-growing waters that special 
oroblems are involved. Under certain 
| nditions it is desirable to make not 
nly a quantitative estimate of the coli- 
‘orm bacteria but of the relative pro- 
ortion of Escherichia coli present. 

[he examination of large numbers of 
water and shellfish samples makes it 
impractical to determine the presence 
; coliform bacteria as required in the 
atest edition of Standard Methods of 
Water Analysis. More rapid and eco- 
nomical procedures are desirable and, 
since there is no direct plating medium 
of practical value in estimating the num- 
bers of coliform bacteria, the committee 
has recommended the estimation of the 
number of these organisms in the prod- 
uct from the results obtained by inocu- 
lating several tubes of medium with 
varying dilutions of the product on test. 
The Most Probable Number (M.P.N.) 
s considered mathematically more accu- 
rate and less likely to give erroneous 
interpretations than the “Score,” and 
therefore tables for determining the 
M.P.N. have been included as the best 
method of expressing the results. 

Two rapid methods of confirming the 
presence of Escherichia coli are recom- 
mended. The first requires plating out 
n eosin-methylene-blue agar (E.M.B.) 
and confirming on Koser’s citrate me- 
dium. The second provides a transfer 
irom the original positive lactose broth 
tubes to modified Eijkman lactose me- 
dium. Dodgson in England and Perry 
in this country have found the latter 
test of particular value in the practical 
control of the shellfish industry. Either 
method is sufficiently accurate to war- 
rant practical use. 

Both Escherichia coli and other coli- 
form bacteria have been found unevenly 
distributed in the shell liquor, body and 


intestine of oysters. It has seemed ad- 
visable, therefore, to use the entire 
oyster. A new method of cleansing and 
disinfecting the shells has also been in- 
troduced. Of particular importance is 
the examination of both shellfish and 
their growing waters in a comparable 
manner. Other changes will be noted. 

The committee is deeply grateful to 
all those who have helped in the prepa- 
ration of this procedure, for, without 
their criticism and advice, progress 
would have been impossible. 

Shellfish Defined—The term “ shell- 
fish” as here used refers to oysters, 
soft-shell clams, quahaugs, and mussels. 

Coliform Group—For the purpose of 
examination of shellfish and shellfish- 
growing waters, the coliform group shall 
be considered as including all organisms 
which, upon transfer from a positive 
presumptive test (gas positive in lac- 
tose broth), show fermentation with gas 
formation in lactose medium containing 
0.00133 per cent of brilliant green and 
2.0 per cent of bile (brilliant green 
lactose bile broth). 

For the purpose of this 
Escherichia coli shall be considered to 
be any member of this group which in 
pure culture fails to grow in Koser’s 
citrate medium within 24 hours, or 
which shows definite gas formation in 
modified Eijkman medium incubated at 
ore. 


report 


I. BACTERIOLOGICAL EXAMINATION OF 
SHELLFISH-GROWING WATERS 
Collection and Transportation of Sample 

Samples of water from shellfish-grow- 
ing areas should be collected at various 
stages of the tide and should also be 
collected at different depths if there is 
any indication of variations in salinity 
or pollution due to stratification. The 
samples should be collected in sterile 
bottles and should be fully protected 
against contamination both during sam- 
pling and after collection. They should 
be kept at a temperature at or below 
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10°C. (50° F.) and should be ex- 
amined as soon as possible after col- 
lection. Every sample should preferably 
be tested within 12 hours from the time 
of collection and in no case should sam- 
ples which have been held for more 
than 30 hours be tested. 


Field Record 

A record of environmental conditions 
made at the time of collection of the 
sample should accompany all water 
samples collected during the course of 
a survey to establish the sanitary con- 
dition of shellfish-growing waters. This 
record should include the following 
essential information: 


Date and hour of collection 
Exact location of the sampling station 


Where possible the following supple- 
mentary data should be obtained in 
order to interpret the bacteriological 
findings: 

1. State of the tide 

2. Direction and velocity of currents 

3. Direction and velocity of wind 

4. Temperature and density of the water 

5. Depth of the water and depth at which 
the sample was collected 

6. Temperature of the air 

7. Notes on any unusual conditions which 
may affect the sanitary quality of the water 

8. Record of rainfall in the immediate past 


A suitable form to be used for re- 
porting this information may be found 
in the Appendix. 


Procedure 

Examinations for bacteria of the coli- 
form group shall be made by primary 
inoculation into plain lactose broth (see 
Appendix) with incubation at 37°C. 
After incubation for not more than 48 
hours definite gas formation shall be 
recognized by the presence of visible 
gas in the upper end of the inverted 
fermentation tube or by the presence 
of effervescent gas bubbles visible only 
when the tube is shaken. 
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1. Inoculate— 


a. Not less than 3 tubes with 1 
diluted water 

b. Not less than 3 tubes with | 
diluted water 

. Not less than 3 tubes with 
1 in 10 dilution of water 


(These dilutions may be altered | 
degree of contamination of the water 


Incubate tubes for 18-24 hours. ()b. 
serve gas formation in each tube. 

a. Gas present — Any amount oj 
definite gas constitutes presumptive 
evidence of the presence of coliform 
bacteria and must be confirmed a 
described in step 2 below. 

b. No Gas—Incubate negative tubes 
an additional 24 hours making a total 
of 48 hours’ incubation. 
formation. 


Observe gas 


1. Gas present in any amount con- 
stitutes a doubtful test which must 
always be confirmed (step 2) 

2. Absence of any gas after 48 hours 
of incubation constitutes a final nega- 
tive test. 


Confirmation—A. Coliform Group 
All positive gas tubes must be con- 
firmed for bacteria of the coliform 
group. 
2. Transfer a loopful 
ameter loop) of culture from the posi- 
tive primary lactose broth fermentation 
tube to one of brilliant green lactos 
bile broth (see Appendix). 
a. Any amount of definite gas forma- 
tion within 48 hours at 37°C. con 
stitutes a positive test for bacteria 0! 
the coliform group. 
b. Absence of gas after 48 hours 
incubation constitutes a negative tes! 
for bacteria of the coliform group 


(3 mm. 


B. Escherichia coli 

Method I: 
3. Inoculate eosin-methylene-blue (£ 
M.B.) agar plates (see Appendix) from 
positive lactose broth tubes which have 
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Incubate at 37° C. for 24 


ite tubes of Koser’s citrate 

(see Appendix) with a bac- 

sical needle from several colonies 

tive of Escherichia coli. The 

are should always be exercised 

re apparently pure cultures by 

nly well isolated colonies. Only 

. trace of the colony should be trans- 
otherwise too much nutrient 
may be provided. Incubate at 


ferred 


material 

37° C 
Absence of growth after 24 hours 

constitutes a positive test for Escherichia 


out 


Method I]: 
5. Inoculate tubes of modified Eijkman 
lactose medium (see Appendix) with 
a loopful of culture from primary lac- 
tose broth tubes which have gas present. 
Incubate at 45.5° C. 

{ny amount of definite gas formation 
within 48 hours constitutes a positive 
test for Escherichia coli. 


Vethod Ill: 

Complete all tests for Escherichia 
oli according to the recommended pro- 
cedures in the appendix to the Standard 
Methods of Water Analysis. 


If. BACTERIOLOGICAL EXAMINATION OF 
SHELLFISH 


Collection and Transportation of Sample 
In general, ten or more oysters, clams, 
or mussels judged to be representative 
ot the lot and of the average size of the 
lot under examination, with deep bowls, 
short unbroken lips, and shells tightly 
closed, shall be selected and prepared 
lor transportation to the laboratory. 
Not less than % pint of shucked shell- 
fish shall be collected for examination. 
Shellfish selected as samples should be 
placed in a suitable sterilized container 
(such as a can with watertight lid or 
canvas bag) which shall be marked for 
identification. This same mark shall be 
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placed in its proper place on the de- 
scriptive form which accompanies the 
sample. All shellfish for bacteriological 
examination shall be handled aseptically. 

Shellfish samples should be kept at or 
below 10°C. (50° F.) until examined, 
but under no condition should they be 
permitted to come in direct contact 
with ice. 

A sample shall be considered unsatis- 
factory which has been improperly 
handled after collection. Samples of 
shell oysters should preferably be tested 
within 12 hours from the time of col- 
lection, and in no case should samples 
which have been held for more than 
30 hours be tested. Samples of shucked 
oysters should be handled with special 
care and should, if at all posible, be 
analyzed within 4 hours after collection. 


Field Record 

A record of environmental conditions 
made at the time of collection of the 
sample should accompany all shellfish 
samples taken directly from growing 
waters. The record should include the 
following essential information: 


Exact location and depth from which they 
were collected. 
Date and hour of collection 


Where possible the following supple- 
mentary data should be obtained: 


1. State of tide 

2. Temperature, and 

3. Density of the water 

4. Whether there has been heavy, moderate 
or very little rain during or immediately pre- 
ceding the period of collection 

5. Careful notes on any unusual sources of 
pollution such as boats, privies, sewers, pas- 
ture lands, animals, etc., which might affect 
bacteriological results 


When samples are collected from 
packing plants or from the market, 
records shall be made of: 


1. Date and hour of collection 

2. Name and address of the place from 
which the samples were collected 

3. Exact location of the water in which the 
shellfish were dug 
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4. Identification of the digger, shipper and 
reshipper, and the respective dates on which 
these transactions took place 

5. Conditions of storage prior to collection 
of the sample 

6. Sanitary conditions in the packing plant 

7. Temperature at which shellfish were be- 
ing held 


Forms to be used for the submission 
of this data may be found in the 


Appendix. 


Procedure 
Preparation of Sample for Examina- 
tion 
1. Unopened Shellfish 

a. Scrape off excessive growth and 
loose material from the shellfish and 
scrub with a stiff brush in running water 
of known purity until shells are clean 
and free of all mud, especially in crev- 
ices at junction of shells. 

The hands of the examiner should be 
thoroughly washed with soap and water 
and the brush used for scrubbing the 
shells should be sterilized by boiling or 
autoclaving. 

b. Either (1) immerse the scrubbed 
shellfish for 15 minutes in chlorinated 
water which will contain not less than 
10 p.p.m. free chlorine at the end of 
treatment, as determined by the ortho- 
tolidine test and watch the shellfish 
during treatment and discard any which 
open and cause bubbling; rinse in water 
free of chlorine and of known purity, 
place on clean paper towels and dry in 
the air; or (2) place the clean shellfish 
on clean paper towels and dry in the 
air. Immediately before opening care- 
fully flame the lip of the shellfish. 

c. Open the shellfish with an oyster 
knife or other suitable instrument which 
has been sterilized by flaming or im- 
mersion for 3 minutes in boiling water. 
The point of the oyster knife can be 
inserted between the shells after some 
experience, or a small opening can be 
made with nibbling forceps. Cut the 
adductor muscle of the upper flat shell 
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if examining oysters and pry the shells 
apart just wide enough to drain off the 
shell liquor. 

d. Drain off the shell liquor into , 
sterile bottle, then lay the oyster on q 
clean paper towel and pry the shell 
loose at the hinge. By holding th 
lower (deep bowl) shell down with the 
oyster knife and using the knife 
the same time as a lever to pry open 
the upper shell, the anterior edge may 
be grasped with the left hand and r- 
moved with the minimum chance of cop- 
tamination. The removal of the shel] js 
the most difficult part of the procedure 
and calls for careful technic to avoid 
shell liquor running on the hands, and 
contamination of the shellfish. 

e. Cut the body of the shellfish into 
approximately 10 equal pieces with 
scissors or oyster knife,* previously 
sterilized by autoclaving, flaming, or 
immersion in boiling water for 3 min- 
utes, and empty into the bottle con- 
taining the shell liquor. This bottle 
should be a_heavy-walled glass or 
rubber-stoppered bottle graduated at 
200 ml. and 400 ml. Not less than 
200 ml. of shellfish with the shell 
liquor should be used but, in no case, 
should less than 6 shellfish constitute 
the sample. 

f. Add about a tablespoonful of sterile 
5 mm. imperforate glass beads to the 
sample and shake vigorously 50 times, 
each shake being an up and down ex- 
cursion of about 1 foot, time interval 
not exceeding 30 seconds. 

g. To 200 ml. of this well mixed sam- 
ple, add 200 ml. of sterile distilled water 
Shake vigorously to mix the sample 


*A number of laboratories at the present time are 
using a mechanical disintegrator for the preparation 0 
the shellfish samples. The committee has purpose!) 
omitted this procedure from the “ Standard Methods 
pending a study and standardization of available equip 
ment. There may be considerable difficulty in obtain 
ing this special equipment, due to the emergenc) 
Laboratories having such equipment could make 4 
valuable contribution for future standard methods by 
conducting comparative studies. 
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w the sample to settle for 2 


Shellish Removed from the Shell 

The examination of shucked shellfish 
shall be made in an analogous manner 
to that for shell stock, that is, 200 ml. 
of the sample (both shellfish and liquor ) 
shall be added to 200 ml. of sterile dis- 
tilled water after the bodies of the shell- 
fish have been cut up as in step (e) 


above 


Examination for members of the Coli- 
form Group and Escherichia coli 
Examination of shellfish shall be made 

in a manner similar to that used for the 

examination of shellfish water samples. 


1. Presumptive Test: 
Using plain lactose broth fermenta- 
tion tubes, inoculate: 


1. Each of 5 tubes with 2 ml. (1 ml. of 
composite shellfish sample) from sample as 
prepared under section A. 

b. Each of 5 tubes with 1 ml. from a 1 in 
10 dilution of the composite sample (2 ml. 
prepared Sample A plus 8 ml. of sterile dis- 
tilled water) ; and 

Each of 5 tubes with 1 ml. from a 1 in 
100 dilution of the composite shellfish sample 

1 ml. of 1 in 10 dilution plus 9 ml. of sterile 

distilled water). 


If desired, further decimal dilutions 
may be carried out. Incubate at 37° C. 
for a total of 48 hours. Examine after 
24 and 48 hours for the presence of gas 
in the tubes. 

The presence of gas in any amount, 
or the appearance of effervescent gas on 
shaking a tube, shall constitute a posi- 
tive presumptive test; the absence of 
gas, a negative presumptive test. 


2. Confirmation—A. Coliform Group 

All positive tubes must be confirmed 
for bacteria of the coliform group, as 
described under Section 2, under “ Coli- 
form Group,” in the procedure for the 


examination of shellfish waters, 
transfer to brilliant green lactose 
broth. 


bile 


B. Escherichia coli 

Confirmation for Escherichia coli 
shall be made by either of the two 
methods described under Sections 3, 4, 
and 5, under “ Escherichia coli,” in the 
procedure for the examination of shell- 
fish waters, that is, either by transfer 
from the primary lactose broth tubes to 
E.M.B. plates and further identification 
in Koser’s citrate medium, or by trans- 
fer to modified Eijkman lactose medium 
at 45.5°C. Any laboratory charged 
with the responsibility of examining 
samples of shellfish other than those 
known to have been freshly taken di- 
rectly from growing areas would be well 
advised to complete all tests for Esche- 
richia coli according to the procedure 
recommended in the appendix to the 
Standard Methods of Water Analysis. 
Such examinations may become the 
basis of legal action and shortcuts are 
not recommended. 


C. Colony Counts 

A standard colony count of shellfish 
samples has been found to be of value 
as an index of general sanitation and 
refrigeration. 

Colony counts shall be made by 
inoculating various amounts of sample, 
as prepared under “Technical Pro- 
cedure—A,”’ above, into  tryptone- 
glucose-extract-agar (see Appendix) and 
incubating plates at 37° C. for 48 hours. 

The method of preparing plates and 
making the counts shall be that recom- 
mended by the American Public Health 
Association as a standard method for 
the examination of dairy products, ex- 
cept that milk shall not be added to 
the medium (Siandard Methods for the 
Examination of Dairy Products, Seventh 
Edition, 1939). 
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EXPRESSION OF RESULTS be determined from the tables of the 
The number of bacteria of the coli- most probable numbers.* 
form group shall be expressed as the — 
most probable numbers (M.P.N.) per * For tables of Most Probable Numbers ‘ 


K., Pub. Health Rep., 49:393-405 
100 ml. of sample. The M.P.N. shall 


APPENDIX 


Media—Composition and Preparation at 15 lb. for 15 min. (121°C.). Cool 
1. Lactose Broth: rapidiy after removal from the autoclave 
Beef Extract 3. ; A 10 or 20 per cent solution of lactose 
Peptone in distilled water may be prepared and 
Lactose : , sterilized in the autoclave (15 Ib. for 15 
Water (distilled) 1,000.0 ml. min., 121°C.), or by heating in ar 
Adjust the reaction so that the pH Arnold sterilizer at 100° C. for 1% hrs 
reading after sterilization will be be- Add this solution to sterile broth (with- 
tween 6.7 and 7.1. Place in fermenta- out lactose) in amount sufficient tc 
tion tubes and sterilize in the autoclave make a 0.5 per cent lactose solution, 


DESCRIPTIVE DaTA - WATER SAMPLES 


County State Dete coll. 


Air Temp. Precipitation least 24 hours. 


Ste.) Identi- 
No. | fication | Location /|Time | Cur. Tide tind Water Depth 
NO. Dir./Vel. Dir.|Vel.ffemp.|Sp.Gr.jWater| S 


Notes on possible sources of pollution 
may be made on the other side. 


Collected by 


588 
Bay Town, 
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proper precautions for pre- 
sterility, and sterilize at 

30 min. 
ermissible to add by means of 
, pipette directly to a tube of 
verile nutrient broth enough of the 
Jution to make the required 
ent concentration. The tubes 
shall be incubated at 37°C. 
rs. as a test for sterility before 


used. 


in-Methylene-Blue Agar (E.M.B. 
10.0 gm 


phosphate 


? 
,) anhydrous.. 2.0gm 


15.0 gm 
10.0 gm 

owish (2% 
. 20.0 ml, 


Certified for 
Blue (0.5% 


culture media 


tilled) to make 1,000 ml. 
tment of the reaction is necessary. 
the autoclave at 15 Ib. for 15 min. 


Brilliant Green Lactose Bile Broth 
2 per cent): 

Dissolve 10 gm. of peptone and 10 
em. of lactose in not more than 500 ml. 
of distilled water. Add 200 ml. of fresh 
ox bile or 20 gm. of dehydrated ox bile 
dissolved in 200 ml. of distilled water. 
No dehydrated ox bile shall be used 
which has a pH of less than 7.0. Make 
up with distilled water to a total of at 
least 975 ml. and adjust the reaction to 
pH 7.4. Add 13.3 ml. of a 0.1 per cent 
solution of brilliant green (certified for 
culture media) in water; make up to a 
total of 1,000 ml. and filter through 
cotton 

Distribute the medium in tubes pro- 
vided with inverted vials. Sterilize in 
the autoclave at 15 Ib. for 15 min. 
(121°C.), 

The reaction after sterilization shall 
not be less than pH 7.1 and shall not 
be more than pH 7.4. 


4. Koser Citrate Medium: 


Sodium ammonium phosphate (micro- 
cosmic salt) 1.5 gm 
Potassium dihydrogen phosphate (an- 
) 1.0 gm. 
Magnesium sulfate .......... : 0.2 gm 
Sodium citrate (crystals) . 3.0 gm. 
1,000.0 ml. 


(121° C.) 


5. Tryptone-Glucose-Extract-Agar with 
1 per cent Sodium Chloride: 

Agar, best quality, not oven dried 1.5 per cent 

Beef extract ... 0.3 per cent 

Iryptone . 0.5 per cent 

Glucose 0.1 per cent 


Sodium Chloride 1.0 per cent 
Reaction—-pH 6.6 to 7.0 


The above media may be purchased 
in dehydrated form from firms of known 
reliability. The preparation of these 
media should conform to directions 
given above. Dehydrated media are 
recommended in the case of Eosin- 
Methylene-Blue Agar and _ Brilliant 


Green Lactose Bile Broth. 
Large laboratories obliged to make 


their own media would be well advised 
to run comparative tests from time to 
time, using one of these well known 
commercial dehydrated products for the 
comparison. 


MODIFIED EIJKMAN TEST 
Eijkman Lactose Medium: 

It is recommended that the dehy- 
drated medium manufactured by the 
Difco Laboratories, Inc., be used when- 
ever possible since this should insure 
use of a medium of correct composition 
and affords an easy and economical 
method of preparation. The formula 
is given below: 


Lactose 0 
Tryptose 0 
K.HPO, anhydrous 0 
KH.PO, anhydrous 5 
NaCl 5.0 
Distilled water 1,000.0 -ml 

The ingredients are heated until dissolved 
and sterilized at 15 Ib. (pure steam) for 15 
min. (121° C.). 
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Descriptive DATA—SHELLFISH SAMPLES FROM GROWING AREAS 


Identification No Date collected Time 
Bay Bed 

Location 

Town County 

Type of shellfish 

Condition of tide Water Temp 

Rainfall during last 48 hrs 

Sources of pollution 


Make careful notes on boats, weather, towns, privies, sewers, 
pasture lands, etc., which might be sources of pollution 


Collected by 


4 Form For REeportTING FINDINGS 


The concentration of ingredients confirmatory medium with inoculation 
should be constant, hence it is neces- of a loopful of culture from primar 
sary to use medium of different con- lactose broth tubes, the proper con- 
centrations depending on the amount centration is that given in the first line 
of inoculum to be added. For use asa _ of Table 1. 


Descriptive DATA—SHELLFISH SAMPLES—FROM PACKING PLANTS OR MARKETS 


Identification No Date collected Time 
Place 
Type of Shellfish 
Collected from 
Bed No Bay Owned by 
Date taken Dug by 
Shipped by No 
Reshipped by No. 
Was the shellfish stored under proper sanitary conditions 
Was the shellfish properly refrigerated Temperature 
Are there any other possible causes of contamination 
Was the sample collected from a previously unopened container 


Notes 
Collected by 


A Form ror Reportinc FrInpincs 
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EXAMINATION OF SHELLFISH 


TABLE 1 
Use Indicated 
Amount of 
Dehydrated Me- 
dium per Liter of 
Distilled Water for Amount of Medium -— 
Proper Strength toa Tube Outer Tube Inner Tube 


28.5 gm 5 ml. 13 x 100 5x50 
34.2 gm 5 ml. 13 x 100 5x 50 
40.0 gm 5 ml. 13 x 100 5x50 
57.0 gn 10 ml 18x 150 10x 50 


Convenient Size (mm 
Durham Fermentation Tubes 


Incubation vary sufficiently to interfere with the 
Incubation at 45.5° = 0.2°C. for test. Fermentation tubes require from 
lective growth of Escherichia coli 1 hr. to 1% hrs. for the temperature of 
from other coliform bacteria, unlike in- the broth to rise from that of the room 
cubation at 37° C. must be closely con- to that of the incubator. This tempera- 
trolled. Below 45° C. other bacteria of ture lag is desirable as it apparently 
the coliform group than Escherichia coli permits any Escherichia coli present to 
will grow while temperatures above 46° adjust themselves to growth at 45.5° C. 
C. will inhibit Escherichia coli. Wire racks which separate the fermenta- 
Because of the small optimum range tion tubes have been found preferable 
{ temperature, incubator thermometers to others. Wooden racks insulate the 
must be carefully checked against a_ tubes and are not satisfactory. 
certified or standard thermometer and JAMEs GIBBARD, Chairman 
a regulator used which is sensitive to C. T. BUTTERFIELD 
at least 0.1° Hazet M. Hartriecp, M.D. 


Only a good water-jacketed incu- A. PARKER Hitcuens, M.D. 


bator. with outside wall insulation and A. C. Hunter, Pu.D. 
preheated air, should be used. Tempera- C. B. KEtty, Jr. 


ture variations at various points in such C. A. Perry, Sc.D. 
an incubator have not been found: to F. W. TANNER, Pu.D. 
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Examination of Water and Sewage’ 


Laboratory Section 


ORK on the proposed new edi- 
tion of Standard Methods for the 
Examination of Water and Sewage 
shows considerable progress. Copy has 
been completed for the sections on: 
Sewage, Sewage Effluents, Industrial 
Wastes, and Polluted Waters. 
Examination of Sewage Sludges and Muds 
Microscopical Examination of Water 
Microscopical Examination of Sewage 
Sludge and Bottom Sediments 
Bacteriological Examination of Water 
Work is in progress on: 


Sanitary Examination of Water—Physical 
and Chemical 


Mineral Examination of Water 


Unless unforeseen developments arise, 


the complete manuscript will be ready 
for presentation in 1943. 

Progress has been slow because of the 
fact that many members of the com- 
mittee have other activities that must 
be handled as a result of the war. 


* Report of the Standard Methods Committee 


STANDARD Metuops CoMMITTEE ON 
Organized 1899. Reorganized 1933. 
1937-1938, 1939-1940, 1941-1942 
1936. 


EXAMINATION OF WATER At 
Published reports: 
8 volumes published: 


It is urgent that a new edition hp 
published soon to prevent the standard 
from becoming obsolete. A standard 
procedure should always be abreast 
the times to be useful. New technic: 
and methods of analysis are constant) 
appearing in the literature. New accept 
able procedures should be adopted as 
standard procedure as soon as the 
methods have been fully proved. Unless 
editions are frequent, incorporating new 
proven procedure, the purpose and func- 
tion of a standard procedure is lost 

The proposed changes in procedures 
were presented in last year’s report. No 
additional changes are anticipated 

W. L. MALLMANN, Pu.D., Chair- 
man 
Mac H. McCrapy 
A. M. Burwe tt, Px.D. 
F. WELLINGTON GILCREAS 
LELAND W. Parr, Pxu.D 
THEODORE A. OLSON 
M. Starr Pu.D 
S. T. Power 
SEWAGE 


Year Books 1930-1931, 1954-1935 
1905, 1912, 1917, 1920, 1923 


i 
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Examination of Frozen Desserts and 
Ingredients’ 
Laboratory and Food and Nutrition Sections 


REPORT on the activities and 

accomplishments of this commit- 
tee has been published in the Year Book 
each year beginning with 1937-1938. 

Although 1941-1942 has been one of 
the busiest and most productive years 
since the committee was organized in 
1936, it is possible to summarize the 
work very briefly. No meeting of the 
committee was held during the year 
but a meeting has been held during 
this Annual Meeting at which the work 
of the committee, particularly that of 
the referee for chemical methods, has 
been reviewed and plans have been 
made for the future. 

In the last Annual Report it was 
stated that three proposed methods had 
been prepared by his associate referees 
for Dr. J. H. Shrader, Referee for 
Chemical Methods; that these methods 
had been studied and criticised by sev- 
eral chemists; that they were being pre- 
sented at that time to the Ce@rdinating 
Committee on Standard Methods. With 
the approval of the Codrdinating Com- 
mittee those methods were mimeo- 
graphed early this year and have been 
distributed for criticism and 
These methods are: 

\ccurate Sampling for the Determination of 
Milk Fat of Ice Creams Containing In- 


oluble Particles, Such as Fruits, Nuts, and 
Crumbs of Pastry, Etc., by P. H. Tracy. 


Determination of Milk Fat in Ice Cream 
ind Ice Cream Mix by a Modified Babcock 
Technic, by W. H. Martin. 


ort of the Joint Standard Methods Committee 


widely 


comment. 


Detection of Stabilizers in Frozen Desserts, 
by F. L. Hart. 


It was mentioned at the time of that 
report that other work by associate 
referees working under Dr. Shrader was 
in progress. Shortly after the 1941 An- 
nual Meeting the committee was able to 
add a fourth proposed method to those 
already presented to the Codrdinating 
Committee. That method was: 


Determination of Per cent Overrun in Ice 
Cream, by P. S. Lucas. 


During the year all the fundamental 
studies on these methods have been 
completed and the methods have had a 
wide circulation not only among mem- 
bers of this Association but among 
members of the Association of Official 
Agricultural Chemists, International 
Milk Dealers Association, International 
Ice Cream Manufacturers Association, 
Dairy Science Association, and Interna- 
tional Association of Milk Sanitarians, 
and particularly among members of 
committees of those associations. A sur- 
prisingly large amount of comment and 
criticism has been received. It seemed 
desirable in the light of the suggestions 
offered that the methods be revised, and 
in some instances practically rewritten 
with changes in titling. This has been 
done by Dr. Shrader, and the revised 
methods have been considered by the 
committee at this Annual Meeting. 
Recommendations regarding them are 
being made to the Codrdinating Com- 
mittee. It was voted by the committee 
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rgan.zed 1937. Published reports: 


Year Books 1937-1938, 1938-1939, 1939-1940, 1940-1941 


1941-1942 
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that the revised methods in their present 
form be included as suppiements to this 
committee report so that they will be 
published during 1943 as “ Proposed 
Methods ” of the committee; it was also 
voted that they be again submitted to 
all interested persons in reprint form in 
order that criticism and comment on 
them may be secured by the committee 
while they are still in the form of 
“Proposed Methods.” 

In the last report of this committee 
it was stated that other work in progress 
by associate referees working under Dr. 
Shrader included the development of: 
(1) A modified method for the phospha- 
tase test to apply it to frozen desserts, 
(2) a method for the determination of 
milk solids in frozen desserts, (3) a pro- 
cedure for the determination of acidity 
of frozen desserts. It was also men- 
tioned that a study of a method for the 
determination of saccharin in frozen 
desserts was under consideration but 
that no associate referee had been as- 
signed to that project. The referee has 
nothing further as yet to report on 
these projects. 

Methods have been completed’ for the 
bacterial analysis of all ingredients en- 
tering into the manufacture of frozen 
desserts except the stabilizers. Work is 
progressing on them but they present 
some difficult problems due to the in- 
solubility of certain stabilizers except at 
temperatures above which most bacteria 
are killed. No new methods have been 
proposed during the year by any of the 
other referees. 

Some criticism and comment has been 
received of the bacteriological methods 
that were published in the 8th Edition 
of Standard Methods for the Examina- 
tion of Dairy Products. It had been 
expected that criticism would be forth- 
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coming since that was the first edition 
of Standard Methods to contain meth. 
ods for the examination of the ingredj- 
ents used in frozen desserts. Carefy) 
consideration has been given to thos 
comments; as a result the bacteriologica| 
referees are considering rewriting those 
methods in a different“form expecting 
that they will be much more usable 
when reprinted in the next edition. | 
is quite likely, for example, that all of 
the methods for the detection of special 
bacterial groups or species in milk and 
in dairy products will be assembled in 
one chapter in the next edition of 
Standard Methods. 

Since the work of the committee js 
still in progress, it is requested that the 
committee be continued. 

FRIEND LEE MICcKLE, Sc.D., 
Chairman, Joint Committee 
Representatives from the Laboratory 

Section 

FRIEND LEE MICKLE, Sc.D., 
Chairman 

James A. GIBBARD 

A. H. Ropertson, Px.D. 

Representatives from the Food and 

Nutrition Section 

F. W. Fasian, Px.D., Chairman 

M. E. PARKER 

J. H. Suraper, Pu.D. 

Associate Referees 

M. T. Bartram, Px.D. 

Paut A. Downs, Px.D. 

H. H. 

F. HART 

GEORGE JAGGARD 

P. S. Lucas 

W. H. Martin 

Paut S. Prickett, Pu.D. 

B. E. Proctor, Px.D. 

M. J. Prucna, Px.D. 

E. C. THompson, Px.D. 

P. H. Tracy, Px.D. 
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Preparation of Samples of Frozen Desserts Containing Insoluble 
Particles Such as Fruits, Nuts, Pastries 


PROPOSED METHOD 


wesence of insoluble particles of 

fruits, nuts, and crumbs of pastries in- 

terferes with pipetting of melted sam- 

{ ice cream for the determination 

fat. Some laboratories strain 

these out, some macerate them, and 

many neglect to test these products. 

Such products can be made smooth, 

homogeneous, and uniform by commi- 

nuting them in a malted milk mixer or 
milar device.* 


|, Application and Limitations 

When this procedure has been fol- 
lowed, the fat in the comminuted in- 
eredients will be included in the fat 
determinations so that a determination 
of total fat rather than of milk fat is 
obtained. This procedure is analogous 
to the inclusion of cocoa fat commonly 


mixers equipped with large motors can 
rom the following: 
mixer 
evens Electric Co., 
ted Manufacturing Co., 
nder 
il Scientific Co., Cambridge A., Boston, Mass 
e Redman Scientific Co., San Francisco, Calif. 
1 Liquefier 
The Hollywood Liquefier Corp., 


Racine, Wis 
Chicago, Ill 


Los Angeles, Calif 


encountered in the determination of fat 
in chocolate ice cream. 

This procedure is not applicable in 
those communities where laws or regu- 
lations permit lower milk fat content in 
icé cream to which ingredients of an 
insoluble nature have been added. 


11. Determination 

Fill the mixer not more than one- 
third full with the melted sample. This 
requires 4—5 oz. by weight of sample. 
Operate the mixer until the insoluble 
particles are broken down into a finely 
divided state. The soft fruits are quickly 
comminuted. The harder products must 
be treated longer to secure the desired 
breakup. 

To prevent churning, warm the sam- 
ple above the melting point of the fat 
(to about 40°C. or 104° F.) before 
comminuting, Samples from properly 
homogenized mixes do not churn out. 
Cool the comminuted samples and col- 
lect in 400 ml. beakers. 

They are now in condition for pipet- 
ting for the examination for the fat. 

M. J. Prucna, Px.D. 


Determination of Per cent Overrun in Frozen Desserts 


PRoposED METHOD 


[he amount of air whipped into 
frozen desserts by the freezing process 
is commonly expressed as the percentage 
of overrun. In general, it is calculated 
irom measurements of the volume and 
weight of the sample of frozen dessert 
in ratio to comparable measurements of 
the volume and weight of the mix. 


I. Application and Limitation 

For the proper regulation of overrun, 
both bulk and packaged frozen desserts 
must be examined. Public health and 
other regulatory laboratories are ordi- 
narily interested in determining the 
amount of food solids per gallon in the 
final product which may be reduced 
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below the legal standard when overrun 
is not carefully controlled. 

It is an accepted procedure to con- 
sider the weight and the volume of the 
melted, de-aerated frozen dessert as the 
weight and volume, respectively, of 
mix from which the frozen dessert has 
been made. However, the volume of the 
melt may contain variable and unknown 
amounts of air, tenaciously held by the 
stabilizer even after long heating, thus 
making the volume of the melt greater 
than that of the original mix. In such 
cases, the overrun calculation will give 
too low a figure. 


11. Sampling 

Select packaged samples in the origi- 
nal unbroken package directly from the 
hardening room of the manufacturing 
plant or in the storage cabinet of the 
dealer; immediately store them in an 
insulated container with dry ice, and 
hold them frozen in the container until 
they are examined in the laboratory. 
Optionally, an equivalent refrigeration 
practice may be followed. 

In sampling bulk frozen dessert cer- 
tain determinations must be made in 
the field. First weigh the original con- 
tainer, usually of 1, 2%, or 5 gal. ca- 
pacity, together with its contents. (If 
the weight is less than 15 lbs., the scale 
used should have a tolerance no greater 
than 3 oz.; if the weight is between 15 
and 50 Ibs., the tolerance should not ex- 
ceed % oz.) If the weight of the con- 
tainer is not already known, remove the 
contents and determine the weight of 
the dry, empty container. (The con- 
tents should be handled in a sanitary 
manner so that they may be returned 
to a subsequent batch of mix for re- 
freezing.) The difference between these 
two weighings is the net weight of the 
given volume of frozen dessert. 

Record the net weight of the frozen 
dessert that was in the container and 
the capacity of that container on the 
information sheet submitted with the 
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sample. Then place a samp 
less than 8 oz. in a stoppered 
be taken or shipped to the |a! 


Ill. Determination 
A. Volume of Frozen Desse) 
To determine the volume of 
frozen desserts follow one of | 
procedures given below. The ci 
tion of volume of bulk froze: 
has been made in the field as 
above. 
1. Determine the capacity of th 


up to the level of the fill of the . 
measuring the dimensions of the 


bottle 


0Tatory 


ackaged 
he three 
*términa- 
desserts 


Sper ihed 


container 


ontents by 


container 


if cylindrical, the measurement should includ, 


the inside diameter and the depth 
leve! of the fill; if tapering, m« 
diameter at the level of the fill a 
bottom, using the mean of these me: 
as the average (mid) diameter. Ca 
volume from the formula 
Volume = 

where w is 3.1416, r is the radius, 
the height. 

2. A quicker way to determine t 
is to fill the container with wate: 
(68° F.) up to the level of the fill 
measure this volume of water. In 
not practical to empty the original 


from the 
asure th 
nd at th 
Asurements 
lculate th 


and h is 


he volume 
at 20° ( 
and then 
case it 15 


container 


measure the volume of several similar con 


fill, and av 


tainers to the same 
volumes. 

3. The volume of a wrapped sli 
of frozen dessert can be calculate: 


measured dimensions. 


B. Weight of frozen dessert 


1. Weigh + the product the volum 
has been determined. 
* The Bureau of Dairy Service, Calif 


ment of Agriculture, Sacramento, re 
following sampling procedure: The sar 


rage their 


oO 


1 from it 


e ot 


frozen dessert is taken with a sterilized spat 


put into a 2 oz. bottle fitted with an alu 
cap which is sealed with a single service 
inner gasket of pulp board. The samples 
in a case called a “‘ Davis Pie Cover,” w! 


deep by 10% in. diameter, accommodating | 


of 2 oz. bottles, 27 to the layer. 
pads are placed in the bottom of the 
on top. These pads are usually frozen 
hardening rooms. 
the samples will remain frozen for 24 
under warm weather conditions. The cas 


Two { 


If the brine pads are | 


able from A. E. Warwick Co., 15 Pierce > 


Mass., $16 each. The brine pads known 
Zero Packs,” 
Inc., 277 Military Road, Buffalo, N. \ 


t See note on next page. 


a 


are obtainable from Waltha 
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ase of wrapped slices or bricks, 
frozen dessert in its immediate 
carton. Remove all traces of 
m the container, dry the container 
ind weigh it. The difference in the 
represents the net weight of the 


and weight of mix from 
ted frozen dessert— 
bout 130 gm. of well mixed frozen 


weights, a Harvard trip balance, ca- 
rams, sensitive to 0.1 gram, can be used 


weight of contents of __ (weight of frozen dessert + 
250 ml. flask) amy! alcohol) 


em. water 
——— = mi. water 
0.998 


dessert (weighed accurately to the nearest 
centigram) into a tared 250 ml. volumetric 
flask. (A 250 ml. sugar flask is convenient 
because of its wider neck.) Heat contents to 
50° C. (120° F.) for 3 minutes to expel air. Add 
10 gm. of n-amy]l alcohol, sp. gr. 0.817/20° C., 
or capryl alcohol, sp. gr. 0.827/20°C., to 
break the foam. Adjust temperature of con- 
tents to 20°C. (68° F.). Fill flask to mark 
with distilled water at 20°C. (68° F.). Dry 
outside of flask and weigh. 

Calculate the volume of this known weight 
of mix (i.e., melted and de-aerated frozen des 
sert) as follows: 


= gm. water added 


50 ml. — (ml. water + 12.24 ml. amyl alcohol) = ml. mix 


gm. mix 
= density of mix 
ml. mix 


The weight of any volume of mix equals its density times its volume 


culation of overrun 


t. unit volume of mix) — (wt. same volume of frozen desert) 


< 100 = Percentage overrun 


(wt. same volume of frozen dessert) 


= 2.205 Ibs. 
1 gal 


P. S. Lucas 


Modified Babcock Technic for Milk Fat in Frozen Desserts 


ProposeD METHOD 


!. Applications and Limitations 

lhe need for a rapid sorting test in 
regulatory practice to indicate those 
samples of frozen desserts which need 
more detailed examination has led to 
humerous attempts to devise a modifi- 
cation of the relatively quick and cheap 
Babcock method. None of the modifi- 
cations of the Babcock procedure has 


received general acceptance. They are 
not accurate enough for court cases. 
However, they are so much quicker and 
cheaper than the official Roese-Gottlieb 
method that they are used by many 
regulatory officials to analyze far more 
samples than could be handled only by 
the official method. The so-called Min- 
nesota modification’ is the one most 


$97 
gm 
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widely used and is proposed here.* 
Any samples showing low fat content 
by this method should be run by the 
official Roese-Gottlieb method. 


Apparatus and Reagents 
Apparatus: 


1. Cream weighing scales—described under 
Part IV, B, XXV, p. 2501 

Centrifuge, Babcock type 

Dividers or other reading device 

Test bottles, 20° ice 


5. Water bath with rack 


cream 


Reagents 
Sodium salicylate 
Potassium carbonate 
Sodium hydroxide 
Isopropyl alcohol ¢ 


Glymol or other colored solu- 


reading ” 
tion 


The first four chemicals listed are used 
to make the reagent,** which may be made 
as follows: To a mixture of 645 gm. sodium 
salicylate, 355 gm. potassium carbonate, and 
165 gm. sodium hydroxide add 3 liters of 
water. After the chemicals have dissolved, 
add 1 liter isopropyl alcohol. Store in cork 
or rubber-stoppered glass bottles. 


111, Sampling 


Sample frozen ice cream from the ° 


container or can by removing about 
¥2-1 in. of the upper surface and taking 
the sample from the freshly uncovered 
lower layer. Sample wrapped, sliced ice 
cream by removing the wrapper from 
any slice which is representative of the 
total volume. Samples of stick ice 


* The so-called Minnesota modification and the so- 
called Pennsylvania method (Pennsylvania State Col- 
lege Agr. Exp. Sta. Bull. 412, 1941) have both been 
reported favorably, particularly the latter, for chocolate 
ice cream. Both received such favorable commenda- 
tion that tentative decision to adopt the Minnesota 
test rests upon its greater use (as determined by circu- 
larized questionnaire and comments by collaborating 
laboratories). Further studies are being made on the 
usefulness of the two methods. The slightly preferred 
one is presented herewith to get the work started and 
to secure a volume of constructive comment. 

t References in this style refer to Standard Methods 
for the Examination of Dairy Products, 8th Ed., 1941. 

3 This reagent may be purchased under name of 
Petronol, Isopropanol, etc. 

** The prepared stable reagent may be purchased 
from the Kimble Glassware Co., Vineland, N. J 
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cream are obtained by trimm ing 
outer chocolate or other coating. te 
cream mix is sampled from a Storage 
vat after thorough agitation or from q 
can after thorough stirring. 

Melt the frozen product in a water 
bath (temperature about 38° C. or 100 
F.), by long storage at 5-10° C. (49- 
50° F.) or at room temperature. Keep 
the sample covered during the melting 
to prevent evaporation of water from 
the sample. Thoroughly mix the melted 
sample or liquid mix by pouring back 
and forth from one container to another 
just before it is weighed into the tes: 
bottles. Use care to incorporate any 
accumulated foam layer.' 


lV. Determination 

Preferably run each determination in 
duplicate. Weigh 9 gm. of prepared 
sample into a 20 per cent ice cream test 
bottle. Add 15 ml. of the 
Shake thoroughly. Digest for 12-15 
minutes in a gently boiling water bath, 
having the bottles in a rack held at least 
2% in. above the bottom of the bath 
Shake the mixture in the test bottle 
vigorously at the time when at least 
half the contents of the bottle have 
turned dark brown (usually about 2), 
minutes after placing them in the water 
bath). Shake vigorously again about | 
minute later. Some care may be neces- 
sary when starting to shake the bottles 
the second time, as the isopropy! alcohol 
in the reagent may boil off through the 
neck of the bottle, taking with it some 
of the mixture. 

Centrifuge the test bottles for )2 
minute at the speed used for the regular 
Babcock test. Add hot water (55-65 
C. or 130-150° F.) to float the milk 
fat well up into the neck of the test 
bottle. Centrifuge for 1 minute. Place 
the test bottles in a water bath at 55- 
60° C. or 130-140° F. and leave for 5 
minutes only, because prolonged contact 
may entail loss of fat by saponification. 

Tests may be read with the use ol 4 


reagent 


FROZEN DESSERTS 


reading fluid such as glymol, or 

» may be taken from the bot- 

the upper meniscus to the bot- 

¥¢ the lower meniscus. If a colored 

» fluid is used, immediately before 
-eading each test allow just a few drops 
of the fluid to flow gently down the in- 
the neck of the bottle; the liquid 

be dropped onto the surface 

the fat column. Hold the bottles in 

| position and read as one would 
read a Babcock cream test, measuring 
irom the bottom of the lower meniscus 
the sharp line of demarcation be- 


ill 


tween the glymol and the fat. To secure 


i 
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accurate readings, apply divider points 
to the smooth side of the bottle neck 
using care to prevent slipping of lower 
point of divider. When adjusting the 
lower point of the dividers, keep the 
eyes on a level with that point; and 
when adjusting the upper point, raise 
the eye accordingly. Report the average 
of the duplicate determinations 
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Detection of Stabilizers in Frozen Desserts 


PrRoposeD METHOD 


Frozen desserts may contain gelatin, 
gums, sodium alginate, or a mixture of 
anv of these stabilizers. Sherbets or 
ices may contain pectin, or any of the 
foregoing products. 


|. Application and Limitations 

Sodium alginate differs from the true 
gums in that a precipitate of alginic 
acid is formed by the addition of tri- 
chloroacetic acid. Trichloroacetic acid 
cannot be used to separate sodium 
alginate from proteins because it pre- 
cipitates both proteins and alginic acid. 
Tannic acid precipitates only the pro- 
teins, including gelatin, leaving the 
gums, including the alginates, in solu- 
tion 

[he proposed method involves: (1) 
Differential treatment with trichloro- 
acetic acid to remove proteins and so- 
dium alginate and treatment with tannic 
acid to remove proteins; (2) addition 
of alcohol to the filtrates to precipitate 
gums and any remaining alginates; (3) 
confirmation with special reagents. 

This method does not detect pectin 
in sherbet. It does not tell definitely 
whether gelatin is present. Methods ! 


for the detection of gelatin in milk 
which can be used on frozen desserts 
with little modification have been pub- 
lished by the Association of Official 
Agricultural Chemists. 


11. Apparatus and Reagents 


Apparatus: 
1. Beakers, 150 ml 
Bottles, 8 oz.* 
Casseroles, 500 ml 
. Centrifuge 
Centrifuge tubes, conical, 50 ml 
. Cream weighing scales, sensitivity 30 mg 
(Part IV, B, XXV, p. 250.)7 
. Evaporating dishes 
Filter paper, Whatman 41H 
Pipette guard t 
Pipettes 
Water bath 


* Some laboratories use 8 oz. nursing bottles 


t References in this style refer to Standard Methods 
for the Examination of Dairy Products, 8th Ed., 1941 


t The problem of pipetting the lower liquid portion 
of a centrifuged mixture without contamination from 
the top layer is facilitated by the use of a pipette 
guard, called a Vohale tube (Hart, F. L., 
Assoc. Offic. Agri. Chem., 20:529, 1937.) 

This device consists of a wide-bore glass tube, 
flared slightly at the upper end and fitted at the lower 
end with a ground-glass cap, over-all length about 
% in. less than that of the centrifuge bottle. The 
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Reagents: 

. Acetic acid, glacial 

. Trichloroacetic acid, 50% w/v 
Hydrochloric acid, concentrated 
Tannic acid, 20% 
Sodium hydroxide, approximately 2N 
solution 

. Alcohol, ethyl, 95% and 80% 
Benedict’s reagent, qualitative: 


Prepare Benedict’s reagent as follows: 
Dissolve 17.3 gm. sodium citrate and 10 
gm. anhydrous sodium carbonate in about 
80 ml. hot water; dissolve 1.73 gm. crystal- 
line copper sulfate in 10 ml. water. Filter 
the alkaline citrate solution, add the copper 
sulfate solution slowly, with constant stir- 
ring, and make up to 100 ml. 


8. Phloroglucinol 
For Tollen’s test 


111. Sampling 


Sample frozen ice cream from the 
container or can by removing about 42— 
1 in. of the upper surface and taking 
the sample from the freshly uncovered 
lower layer. Sample ice cream mix from 
a storage vat after thorough agitation 
or from a can after thorough stirring. 
Remove the coating from on-the-stick 
samples and use all the remainder. For 
samples from small packages, remove 
about '4 in. of top layer and use the 
whole contents. 


IV. Determination 


Weigh 100 gm. ice cream or ice cream 
mix into each of two 500 ml. casseroles. 


(Cont. from page ahead) 
tube is supported in the neck of the bottle by a 
slotted rubber stopper. After the material has been 
centrifuged, the pipette is inserted through the tube, 
the glass cap being pushed off, and the aliquot part 
desired is removed without disturbing the supernatant 
layer. 

In lieu of this, a piece of glass tubing, 8 mm. 
inside diameter and about 7% in. long, may be used. 
The tube should be flared at the upper end, and a 
short cork stopper fitted onto the lower end. This 
stopper should be of sufficient size so that it does not 
rise up into the tube when the bottles are centrifuged. 
The tube is supported in the neck of the bottle by a 
slotted rubber stopper. After the material in the 
bottle is centrifuged the cork stopper is pushed through 
by means of a solid glass rod and the lower layer is 
removed by means of a pipette inserted through the 
pipette guard. (Hart, F. L., /bid. 22:605, 1939). 
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Add 100 ml. hot water to each casserole 
Heat to about 80°C., stirring cop. 
stantly. 

Transfer the contents of each cas. 
serole to an 8 oz. bottle. Add glaciaj 
acetic acid drop by drop, shaking after 
each addition, until separation of casein 
occurs. Insert a pipette guard. Centri. 
fuge until the casein has collected jp 
the upper part of the bottle (15-2 
minutes). 

Pipette as much of the aqueous layer 
as possible into a glass or platinum 
evaporating dish. Evaporate over steam 
down to about 40 ml. 

Transfer contents of each dish to a 
50 ml. conical centrifuge tube. 

To one portion (“ Portion A”) add 
10 ml. of a 50 per cent trichloroacetic 
acid solution to precipitate proteins and 
to remove the sodium alginate as alginic 
acid. To the other portion (“ Portion 
B”’) add 10 ml. of a 20 per cent tannic 
acid solution to precipitate proteins. 

From this point on treat “ Portion A 
and “ Portion B ” identically. Allow to 
stand 15 minutes. Centrifuge until pre- 
cipitate has settled compactly (10-15 
minutes). Decant through rapid filter 
paper (Whatman 41H) receiving the 
filtrate into an 8 oz. bottle. Add 4-5 
volumes of 95 per cent alcohol. Allow 
to stand over night or until the pre- 
cipitate begins to settle. 

Centrifuge 15-20 minutes. 
the supernatant alcoholic layer as com- 
pletely as possible. Wash twice with 80 
per cent alcohol, centrifuging and de- 
canting after each washing. Care must 
be exercised to wash thoroughly the 
separated gums (or the gums and pro- 
teins) in order to assure complete free- 
dom of the precipitate from the sucrose 
and/or reducing sugars originally pres- 
ent in the frozen dessert. These products 
themselves if present in the test portion 
will give a positive Benedict's test 

Dissolve residual precipitate in the 
bottle in 40 ml. hot water. Add | ml 
glacial acetic acid. Without filtering, 


Decant 


= 
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imes of 95 per cent alcohol. 
ixture to stand overnight or 
ecipitate settles. Centrifuge 
the supernatant solution. 
hot water to the residue. 
a 150 ml. beaker. Add 5 
entrated hydrochloric acid. 
for 2 minutes. Test both 
\” and “ Portion B” by 
test and by Tollen’s test as 


Benedict s 
follows: 

Test: Transfer 1 ml. of the hy- 

ved gum solution to a test tube. Neutral- 

ith approximately 2N sodium hydroxide 

ing litmus paper as an indicator. 

litmus paper. Add 5 ml. Bene- 

5 qualitative reagent. Boil vigorously 1-2 

\llow to cool spontaneously. A 

precipitate, which may be green, 

vellow, or red, indicates reducing sugars. 

Tollen’s Test: Heat the remainder of the 
hydrolyzed gum solution to boiling and drop 
in a few crystals of phloroglucinol. A red or 
jeep amber color indicates pentoses. Certain 
ther sugars (as galactose) also give a positive 
Tollen’s test. 


oluminous 


reaction to 


Interpretation 

Sodium alginate is precipitated as 
alginic acid by trichloroacetic acid and 
is removed from “ Portion A” along 
with the proteins. Hence when sodium 
alginate is present as a stabilizer, scanty 
precipitation or none at all occurs later 
with alcohol. Alginates are not affected 
by tannic acid and remain in “ Portion 
B” to be precipitated later by alcohol 
along with gums. Some vegetable gums 
will appear in the filtrate after treat- 
ment with either protein precipitant. 
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However, locust bean gum and agar 
agar gum may be precipitated with tan- 
nic acid, and thus be removed wholly or 
partly with the proteins.* 

These findings by alcohol precipita- 
tion may be summarized thus: 
Portion B 


(tanni 
acid) 


Portion A 
(trichloroacetic 


acid) Inter pretation 


Gums with or without 


alginates 

Gums, possibly locust 
bean or agar, but no 
alginates 

Alginates, but no gums 

No gums or alginates 


(+ and signs indicate positive and negative tests 
for sugars on hydrolysates.) 

Voluminous precipitates in both 
“ Portion A” and “ Portion B” after 
addition of alcohol indicate the presence 
of gums with or without alginates. 

A voluminous precipitate in “ Portion 
A” after addition of alcohol, responding 
positively to Benedict’s test and to 
Tollen’s test, indicates the presence of 
vegetable gums, but not sodium algi- 
nate. A voluminous precipitate in “ Por- 
tion B,” similarly treated with alcohol, 
responding positively to Benedict’s test 
and to Tollen’s test, with scanty pre- 
cipitate or none at all in “ Portion A,” 
indicates sodium alginate. 
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Germicides and Antibacterial Agents: 


Laboratory Section 


EW germicidal agents of great po- 

tential importance for the control 
of communicable disease are currently 
in process of development and applica- 
tion. The Standard Methods Committee 
for the Examination of Germicides and 
Antibacterial Agents has been organized 
this year. Five of the eight members of 
the committee have papers on the pro- 
gram of this Annual Meeting. The 
present report represents, however, a 
statement by the chairman in regard to 
the membership of the committee and 
the scope of its activities rather than a 
report by the several referees on their 
special fields. 

The achievement of a considerable 
measure of control over the broad cate- 
gories of the intestinal and the insect- 
borne diseases has been a major success 
in public health endeavor. The infec- 
tions contracted through the respiratory 
tract, the air-borne diseases, however, 
stand today as an unanswered challenge 
to those concerned with protecting the 
public health. The childhood conta- 
gions, whooping cough, measles, mumps, 
chicken pox and scarlet fever are pre- 
sumably contracted through the respira- 
tory tract; colds and upper respiratory 
infections cause by far the greater part 
of the absences from work in adults; 
influenza, measles and their complica- 


* Report of the Chairman of the STaNDARD MetTu- 
ops COMMITTEE FOR THE EXAMINATION OF GERMI- 
CIDES AND ANTIBACTERIAL AcGENTs. This committee 
was originally authorized as the Standard Methods 
Committee for the Examination of Disinfectants 
and Antiseptics (American Public Health Association 
Year Book, 1941-1942, page 19). The change of 
name was authorized by action of the Codrdinating 
Committee as better representing the scope of the 
committee 


tions have periodically, and particular 
under war conditions, flared up 
destructive epidemics and panden 
No one of these major hazards fro; 
air-borne disease is under satisfactor 
control at the present moment, althoug! 
a few far-sighted individuals are noy 
vigorously investigating potential means 
for their control. 

It is a great pleasure, therefore 
announce that Professor O. H. Robert 
son, of the University of Chicago, and 
Dr. Alexander Hollaender, of the Na- 
tional Institute of Health, have ac- 
cepted membership on the Standard 
Methods Committee for the Examina- 
tion of Germicides and Antibacteria 
Agents as Referees, respectively, 
germicidal vapors and mists and on 
ultra-violet radiation for the disinfectio 
of air. 

Another new class of germicidal 
agents are those metabolites of certai 
bacteria and fungi which are antagonis- 
tic to many pathogenic microOrganism: 
Bacterial antagonistic substances ar 
not only of great scientific interest, but 
they are already finding practical use 11 
clearing up infections, for instance, due 
to sulfonamide-resistant strains. Much 
of the current activity in this field has 
originated in the laboratory of Dr. Se! 
man A. Waksman, President in 1942 
the Society of American Bacteriologists 
Dr. Waksman has consented to act 4s 
Referee on Antibiotic Substances. 

Detergents, both anionic and cationi 
have latterly assumed importance 
practical germicides. Dr. W. L. Mall- 
mann, of the Michigan State College 
has had much experience in this field 
and has consented to act as Referee in it. 
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established field of chemical 
antiseptics and chemical germicides, the 
ommittee is fortunate in having two 
referees of experience and established 
ret Dr. Henry Welch of the 
Food and Drug Administration and Dr. 
M. Brewer of the Department of 


putauio! 


Aoric uiture 


Fungous infections of the skin are a 


widespread source of annoyance and 


jiscomfort and under war conditions 
have become a serious source of dis- 
ability. A refereeship on fungicidal and 
fungistatic agents has therefore been 
established and been accepted by Dr. 
CW. Emmons of the National Insti- 
tute of Health. 

The chairman of this committee, as 
a member of the Council on Pharmacy 
and Chemistry of the American Medical 
Association and certain relevant Na- 
tional Research Council committees, has 
many occasions for desiring clarification 
of criteria and standards for all classes 
of germicidal agents, chemical, physical, 
and biological. The Council of Phar- 
macy and Chemistry already enjoys full 
codperation with the National Institute 
of Health and the Food and Drug Ad- 
ministration. The membership of our 
committee of the Laboratory Section, 
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American Public Health Association, 
should aid in the coérdination of ideas 
and information among those charged 
with working toward standards of safety 
and efficacy of all classes of germicidal 
agents and of working out optimal con- 
ditions for their use. 

The present members of the Standard 
Methods Committee for the Examina- 
tion of Germicides and Antibacterial 
Agents are: 

STUART Mupp, M.D., Chairman 

Antibiotic Agents: SELMAN A. 

WAKSMAN, Pu.D.+ 
Chemical Antiseptics: HENRY WELCH, 
Pu.D.* 
Chemical 
BREWER * 
Detergents: 
Pu.D.* 
Disinfection of Air by Germicidal 
Vapors and Mists: O. H. Ropert- 
son, M.D.+ 
Disinfection of Air by Ultra-violet 
Irradiation: ALEXANDER HOot- 
LAENDER, Pu.D.+ 

Fungicidal and Fungistatic Agents: 
C. W. Emmons, Px.D.+ 


Disinfectants: 


W. MALLMANN, 


* Referee 
+ Associate Referee 


Credit Lines 


HE department “ Credit Lines ”’ is 
an orphan. It has been abandoned 
by its foster-parents most unwillingly, 
but nevertheless definitely, for the 
duration. This comes about because 
the successful partnership between the 
editors, Donald B. Armstrong, M.D., 
and John Lentz, has been interrupted 
by the departure of Captain Lentz for 
the armed services. Dr. Armstrong 
feels that he cannot cope with it alone 
and so returns it to the shelter from 
which he derived his custodial powers 
in the first place, the Editorial Board. 
And the Editorial Board has taken 
it in, realizing that it cannot be main- 
tained in the style to which Dr. Arm- 
strong and Mr. Lentz accustomed it, 
but determined to do the best they can 
by it. The Board hopes to keep it 
neat, groomed, well-mannered, obliging, 
and helpful. Inasmuch as its person- 
ality has changed overnight, there is a 
suggestion that its name had better be 
changed as well so that any signs of 
neglect will not bring discredit to the 
previous editors. This has been worth 
thinking about and the thinking has 
resulted in a somewhat lengthy list of 
names from a dozen sources. Each 
contributor thinks his own titles are 
the best and yields to no one. In this 
stalemate, it seems wise to turn to all 
the relatives and ask the readers of the 
JouRNAL to choose the name. Those 
currently in command refuse to con- 
sider any additions to the list. They 
stand or fall on their own offerings. 
The rules of this contest are simple. 
1. Select, from the list at the end, the 


title you think best describes a department 
whose purposes will presently be outlined. 


2. Write it on a postcard with your nap 
and address and mail the card to “ Tj, 
Editor,” American Journal of Public Healt) 
1790 Broadway, New York, N. Y., befo; 
midnight on June 15. 


The department “ Credit Lines,” as 
it must be called until it is formal) 
rechristened, is everybody’s baby and 
it is hoped that many will contribute 
to its support. In its halcyon days 
when it was the charge of Dr. Am- 
strong and Mr. Lentz, and in a previous 
incarnation when it flourished under the 
caption “ Health Education and Pub- 
licity Notes,” and the care of the late 
Evart G. Routzahn, it enjoyed a wide 
circle of readers and admirers, especially 
among health educators. The editorial 
direction was inspired, and abundant] 
gifted with the talent of selecting from 
mountains of mail, printed matter and 
mimeographed decuments and from 
conversation those pithy bits and new 
ideas worth passing on to others. It 
can hardly be expected that this critical 
faculty, this genius for evaluating, will 
be found frequently again in one per- 
son or in a combination of two people 
even with regard to one specialty like 
health education. It is far less likel) 
that one person or a team can cover all 
public health specialties, including 
health education. A lot of people, how- 
ever, taking some responsibility for 
“ Credit Lines,” each exploring his own 
intimately known terrain, can, it the 
will, bring to the department a rich and 
diversified collection of new and 
original technics in public health—that 
is, new to the rest of us. 

“ Credit Lines,” then, or whatever " 
is to be called, may be described as 4 
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CrepiIt LINES 


| appearing more or less regu- 

he JoURNAL whose contents 

ledly miscellaneous and are 

together by a miscellaneous 

One issue may be devoted en- 

the newer motion pictures. 

- contain half a dozen adminis- 

icks of health officers, born of 

and the man power shortage. 

may present the laboratory's 

to priorities and substitute 

ni; Still another may include 

short accounts of what is happening and 

who is making it happen in a variety of 

situations of interest to health workers. 

And the majority of issues will doubt- 

less defy classification or over-all 

captioning. 

Suggestions are invited. Contribu- 

solicited. The erstwhile 

Credit Lines” is everybody’s baby. 

What shall we call it hereafter? These 

are the names that have been advanced. 
Mail your selection today! 


are 


Men at Work 

Credit Lines 

Grist for the Mill 
Cross Infections 
Contagious Ideas 

Out of Quarantine 
Quarantine Lifted 

No Ivory Towers 

No Rights Reserved 
No Copyrights 

A Room with a View 
More Tonic than Sedative 
Stimulants 

The Idea Commissary 
Yours for the Taking 
It’s Being Done 

The Hopper 

The Grapevine 

What’s Happening 
Passed by the Censor 
Pass at Your Own Risk 
Diagnosis and Prognosis 
The Maternity Ward 
Brainstorms 

Eye It—Try It 

Who’s Immune 
Positive Reactions 
Contact Corner 

The Prenatal Clinic 


Specialists Pool 


Several requests have been received 
for more information concerning the 
Military Government Division of the 
Provost Marshall General’s Office. The 
Military Government Division is creat- 
ing a pool of highly skilled men in a 
variety of technical and professional 
fields for future use in the military 
government of hostile areas ultimately 
to be occupied by American armed 
lorces 
lo be eligible for a commission in 
this * Specialists Pool,” applicants must 
have had a good basic education and 
broad administrative or executive ex- 
perience in government with a state, 
county, city, or federal department, or 
as experts in finance, education, sanita- 
tion, public welfare, public works and 
utilities, communications, public health, 
public relations, public safety, or eco- 


nomics. Importance is attached to 
demonstrated administrative and execu- 
tive ability and to knowledge of foreign 
countries and foreign languages. Appli- 
cants must be between the ages oi: 35 
and 55. 

Those selected will be appointed in 
the Officers Reserve Corps and may be 
called to active duty, fora period of 4 
months for training, after which they 
will be carried in an inactive status, 
without pay, permitting the continu- 
ance of their present civilian activities 
until their services are required. They 
will not be subject to draft. A very 
small number of those commissioned 
may be selected to attend the School 
of Military Government located at the 
University of Virginia, Charlottesville, 
Va—“On the Alert.” Community 
Chests and Councils. 
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to Psychiatry—By 
M.D., and Mildred 
van Sickel, R.N. With a foreword by 
William C. Sandy, M.D. Philadelphia: 
Saunders, 1943. 358 pp. Price, $2.75. 

This book is written by a graduate 
nurse and a psychiatrist who have tried 
hard and succeeded in putting before 
the reader a description of practical 
considerations that have to be met and 
dealt with by the relatives, friends, doc- 
tors, and nurses who are concerned with 
the psychiatric hospital care of mentally 
ill patients. I am glad that it comes 
from a state hospital because its 


Introduction 
W. Earle Biddle, 


presentation of facts should be of great 
educational value to all sorts of people 
who regard state psychiatric institutions 
as asylums instead of hospitals. 

This little book answers hundreds of 
questions which families and doctors 


of families ask when psychiatric hos- 
pitalization is advised. Unit I speaks 
of Orientation to the Nursing Service. 
Unit II embraces Special Therapies in 
the Treatment of Psychiatric Disorders. 
Unit III discusses Psychiatry in Rela- 
tion to Psychiatric Nursing. Unit IV 
gives a brief resume of Psychiatric Dis- 
orders. Unit V gives a much needed 
chapter devoted to Psychiatry and the 
Communuity. 

This book should be in every library 
of training schools for nurses. It is 
especially useful as a practical textbook 
for nursing education instructors in 
training schools and hospitals where 
psychiatric nursing is part of the school 
program. As a teacher of psychiatry 
and mental hygiene for the past twenty- 
five years in four nurses’ training 
schools I can truthfully say that it is a 
much needed book which I shall take 
pleasure in recommending to students 
and teachers. 

EsTHER LoRING RICHARDS 


Manual of Veterinary Bacterj. 
ology—-By Raymond A. Kelser ang 
Harry W. Schoening. (4th ed.) Balti. 
more: Williams & Wilkins, 1943, 7)9 
pp. Price, $6.59. 

The fourth edition of this well estab. 
lished book is welcome. Owing to the 
demands on his time and attention dye 
to the war the senior author has associ- 
ated with him H. W. Schoening, Chie/ 
of the Pathological Division, and Assist- 
ant Chief, of the Bureau of Animal 
Industry. 

There are a number of notable addi- 
tions and some rearrangement. The 
whole book has been brought up to date. 
There have been many advances in our 
knowledge of disease-producing organ- 
isms in the five years which have elapsed 
since the third edition, and veterinary 
science has shared in the general ad- 
vance. We have also learned more of 
the diseases common to animals and 
man and transmissible from animals to 
man. These advances are well consid- 
ered and presented. We need mention 
only the studies on encephalomyelitis to 
emphasize the importance of bringing 
these subjects up to date. It was 1939 
when the Eastern type of virus was 
found west of the Appalachians and the 
Western type was found in the East. In 
1937-1938 relationship between equine 
encephalomyelitis and St. Louis en- 
cephalitis was demonstrated, and in 
1941, susceptibility of horses to St. 
Louis encephalitis was proved. 

There are 117 pages given to the In- 
troduction and Bacteriological Methods. 
The discussion on Infection and In- 
munity which comes next is adequate. 
Especially useful for the veterinary 
student, and too little known by the 
medical profession, is Part XI describ- 
ing the production of vaccines, sera, 
antitoxins, etc. 
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The only criticism to be made is from 
the stat dpoint of the human physician. 
We believe that a little more discussion 
of the transmissibility of animal dis- 
man would be an improvement. 
Inder tuberculosis, for example, much 

wore could be said about the transmis- 

‘on of the animal disease to human 
beings, especially in regard to the num- 
ber of cases of pulmonary tuberculosis 
found in human beings due to the bovine 
organism. The history of the contro- 
versy is not as full as it might be, and 
in some places, as on page 378, there is 
room for a misunderstanding by people 
who are not careful readers of the whole 
text on tuberculosis. For example, un- 
der “ Pathogenicity,” there is not a word 
which would indicate that the bovine 
tubercle bacillus can produce tubercu- 
losis in human beings. It is true that 
this is mentioned elsewhere, but cer- 
tainly it should be mentioned in this 
place also. The authors persist in using 

B.C.G.” as an abbreviation for Bacille 
Calmette-Guérin, which is incorrect. It 
should be ““ BCG.” 

Altogether, the book is satisfactory 
and a welcome addition not only to our 
literature, but to the armamentarium of 
the teacher. It is beautifully printed on 
thin paper so that the 719 pages which 
it contains, including the excellent index, 
make a book of convenient size which is 
easy to handle and to read. 

Mazycx P. RAVENEL 


€asc> 


Religion and Health—By Seward 


Hiltner. New York: Macmillan, 1943. 
292 pp. Price, $2.50. 

This volume reveals an extension of 
applied mental hygiene into a newer 
field. Written by the executive of the 
Federal Council of Churches’ Commis- 
sion on Religion and Health, it brings 
before an audience of clergymen and 
other church workers a modern and 
constructive attitude toward behavior 
problems, mental illness, personal coun- 
seling, and ministry to the sick. Public 
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health workers will do well to be fa- 
miliar with a rapidly growing movement 
in the churches which has enormous 
potentials for healthy minded attitudes 
toward mental and physical health. The 
book is commended. 

REGINALD M. ATWATER 


Laboratory Manual on Funda- 
mental Principles of Bacteriology— 
By A. J. Salle, Ph.D. (2d ed.) New 
York: McGraw-Hill, 1943. 184 pp 
Price, $1.50. 

This is a carefully revised second 
edition, with some old material dis- 
carded and valuable new procedures in- 
corporated. The title is appropriate as 
the experiments are so chosen as to 
emphasize the fundamentals of bac- 
teriology. The book is well adapted to 
the needs of students taking a general 
course in bacteriology, or of students of 
chemistry, sanitary engineering, or pub- 
lic health since it deals with the effects 
of environment upon bacteria and also 
with the applications of bacteriology in 
the examination of water, milk, and 
milk products, foods, and soil. The 
book is well printed, but will the day 
never come when an author will force 
the printer of a manual to use at least 
a modicum of type larger than 6 point! 
The laboratory exercises are unusually 
complete, and the contents strikingly 
well arranged under headings and sub- 
headings that follow a consistent pat- 
tern throughout the volume. 

After the author has stated in the 
preface that this revision accompanies 
the second edition of his revised text- 
book, it is a little annoying to find in 
this 184 page manual the following 
reference appearing 94 times: “ Salle, 
A. J... Fundamental Principles of Bac- 
teriology, 2nd ed., New York, McGraw- 
Hill Book Company, Inc., 1942.” 

Especially well written directions 
head each exercise. The suggestions 
that are included should arouse interest 
in the experiments and serve well to 
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call attention to points the author 
rightly considers worth emphasis. In- 
triguing questions that follow each ex- 
ercise taxed the ability of this reviewer 
always to answer them without resort 
to the frequently mentioned textbook. 
An appendix giving formulae for the 
preparation of 56 solutions and stains 
and 42 varieties of culture media should 
be of value to the student. 
FRIEND LEE MICKLE 


Public Health Statistics—By Mar- 
guerite F. Hall. New York: Hoeber, 
1942. 408 pp. Price, $5.50. 

A simple but reliable text on public 
health statistics would be welcomed by 
health officers. The Foreword as well 
as the Table of Contents of the present 
book would lead one to expect such a 
volume. Unfortunately, there are so 
many loose and inaccurate statements 
both as to the subject matter of public 
health statistics and in the exposition of 
statistical methods that the book can- 
not be recommended either for the 
classroom or the reference shelf. 

Space will permit only a few examples 
of the many misleading sentences which 
challenge the critical reader continu- 
ously. For instance such statements as 
“The country is divided into census 
tracts, each tract having a supervisor 
and assigned enumerators,” in the de- 
scription of the census on page 89, or 
“ The Life Table Standard Million re- 
flects the natural growth of population 
measured by excess of births over 
deaths” (page 139), are inaccurate. 
These and many similar sentences rep- 
resent carelessness in expression or su- 
perficial knowledge on the part of the 
author. 

More serious is the confusion found 
in the discussions of statistical technics. 
It is desirable that mathematical con- 
cepts be presented in simple language 
but the argument must remain logically 
sound. Many of the definitions, nota- 
tions, and applications of statistical 
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methods are confusing. For exa nple, in 
Chapter XIV, which describes the shor 
method for the construction of the life 
table proposed by Reed and Merrelj 
the notation is badly mixed up. Furthe; 
the misapplication of the method whey 
the original data are not available , 
the end of life results in a half yea, 
underestimation of the expectation oj 
life at birth with a larger error a 
older ages. 

Lack of a fundamental understanding 
of random sampling, the binomial theo- 
rem, and the use of the standard error 
are each illustrated by the discussion of 
“Chances with a small sample” op 
page 348. This section purports to an- 
swer the question “ What are the 
chances that 6 out of 7 potential pa- 
tients actually become ill during a given 
month? ” The remainder of the section 
is a jumble of words that has little, if 
any, bearing on the answer to the ques- 
tion posed. One should be able to state 
the solution quite simply. In fact the 
solution is given on page 332. Perhaps 
the difficulty arose first in the meaning 
of the statement, “in a random sam- 
pling of potential patients the chances 
are even for a person to become ill. 
Does the author mean more than that 
each person in a random sample is 
equally likely to become ill? The prob- 
ability of becoming ill in a sample 
chosen at random is not a function of 
randomness but of the universe from 
which the sample is drawn. It is this 
probability or estimate of it that is rep- 
resented by p in the binomial (p-+-q)" 
The vexing problem of medical care 
would indeed be insolvable if one hall 
of a physician’s panel were ill each 
month. This, unconsciously, is the av- 
thor’s postulate in trying to answer the 
above question. 

Readers will find these sections and 
many others confusing and of little 
assistance in the sound application 0! 
statistical methods to the problems of 
public health. W. THURBER Faves 
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tional Tumors and Allied 
By W. C. Hueper. Spring- 
Thomas, 1942. 896 pp. Price, 


Occups 


Diseases 


pressive monograph presents 
ndication of the growing in- 

he field of industrial disease. 

licated by the title, major em- 
placed on occupational tumors, 
particularly epitheliomata of the skin, 
but consideration is also given to car- 
-inomata of the internal organs, benign 
and malignant tumors of the mesen- 
diseases of the blood forming 
vans, and allied conditions such as 
lermatoses, polyposes, and cirrhosis of 


chyme 


tne live! 

The presentation of the subject is 
exhaustive. Occupational tumors and 
illied conditions of each system are 
reviewed in terms of etiologic agents, 
frequency, pathology, symptomatology, 
experimental studies, causative mechan- 
sm, and preventive and medico-legal 
aspects. Considerable attention is paid 
instance to the chemistry of the 
agent and the evidence pro- 
vided by animal experimentation. The 
losing chapters are devoted to a general 
discussion of occupational tumors and 
theories of cancerigenesis. 

lhe work can be highly recommended 
for its comprehensive analysis of the 
action of the well recognized chemical 
and physical carcinogenic agents and 
their effects on the skin, genitourinary 
system, and blood forming organs. In the 
discussion of tumors of certain internal 
organs, and of the relation of occupa- 
tional neoplasia to theories of canceri- 
genesis, however, the author enters on 
highly speculative ground. The hy- 
pothesis is advanced that many of the 
internal systemic cancers are attribu- 
table to the late results of ill defined 
exposures to toxic chemicals but is not 
sustained by the statistical or experi- 
mental evidence presented. On the other 
hand, the effects of chronic irritation 
are minimized in instances such as 


n eacn 
exciting 
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cancer of the lip in pipe smokers, carci- 
noma of the stomach associated with 
ulcer, and cancer of the cervix in 
multiparous women. 

The volume is attractively printed 
and well indexed. The bibliography is 
extremely complete but would be im- 
proved by being numbered to facilitate 
reference to the text. 

ARTHUR B. Rosins 


How to Teach Nutrition to Chil- 
dren—By Mary Pfaffmann and Frances 
Stern. New York: Barrows, 1942. 224 
pp. Price, $2.00. 

As admirably stated in the introduc- 
tion, How to Teach Nutrition to Chil- 
dren is a series of lessons to help the 
child understand how the food constitu- 
ents—protein, carbohydrate, fat, cal- 
cium, iron, and the vitamins—build the 
body, furnish energy, protect health and 
promote growth. 

The subject matter content and the 
method represent years of experimenta- 
tion by the authors in instructing chil- 
dren at the Boston Dispensary Food 
Clinic. The authors have presented not 
only scientific facts about foods in their 
relation to health and growth of chil- 
dren, but the method they have found 
successful in the food clinics situation 
with children of the intermediate grade 
age. They have suggested stories, games, 
and drama to supplement the factual 
material. The subject matter is scientifi- 
cally sound, the sources of illustrative 
material concrete, the charts explicit, 
and the applications direct. The under- 
lying philosophy shows a deep under- 
standing of children, of what appeals to 
their imagination, and the kind of hand- 
work which impresses on their minds 
the facts being taught. The authors 
have adventured in using the metric 
system units to teach the daily require- 
ment of food constituents, and are to be 
congratulated on their wisdom and fore- 
sight in doing so, since the metric units 
are being increasingly used by the lay- 
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man to express scientific values. Nutri- 
tion being a science, children can and 
should learn the proper terminology for 
expressing its findings. 

How to Teach Nutrition to Children 
should be a real help to teachers in the 
grades, and illustrative of successful 
methods for educating children in situa- 
tions such as the authors have met them. 

Mary E. SwEENY 


Good Nutrition for Everybody— 
By L. Jean Bogert. Chicago: Chicago 
University Press, 1942. 165 pp. Price, 
$1.50. 

When the food one eats becomes, as 
it does in wartime, a vital weapon, 
meals must be planned on a practical 
working knowledge of nutrition. When 
energy flags and vitality ebbs, it is diffi- 
cult to be a courageous, vital, buoyant 
person. Both morale and efficiency rest 
on health, and good nutrition is basic to 
both. Dr. Jean Bogert knows this and 
also knows that good nutrition is none 
too easy to come by when food habits 
must be changed to conform to wartime 
markets and rationed supplies. 

Good Nutrition for Everybody is a 
concise, simple, common sense guide to 
good meals in wartime. It contains no 
frills, no furbelows, no special diets. It 
is a summary of the facts one needs to 
know about food in order to wangle 
three nutritious and more or less inter- 
esting meals a day from our dwindling 
food supply. Dr. Bogert’s practical sug- 
gestions on cooking methods are basic 
and good. Her emphasis is on the nor- 
mal diet for the family of average 
means. She recognizes the difficulties 
involved in changing well established 
diet patterns but she is firm in her 
opinion that fastidious diets must yield 
to stern discipline in a world at war. 
Only out of a wealth of training and 
practical experience could material be 
presented so simply, so accurately. 

The book contains some 123 recipes. 
These are more practical than interest- 
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ing—but so are meals in wartime The 
menus suggested are planned with 
patriotic regard for both time and me. 
terials. This book should be usefyj 
anyone whether he eats at home o; »: 
a restaurant—or anyone who accepts 
the fact that good nutrition is built o 
established well documented fact 

When food is scarce, good nutritio, 
is based on knowing, not guessing aboy; 
basic food facts. One must know a fey 
simple rules. These are carefully pre. 
sented by Dr. Jean Bogert. Thoughtfy 
people who want to know Aow as well as 
why one must cook food and plan meals 
carefully will find this book useful. The 
smaller the variety of foods 
market, the more important this type of 
information becomes. 

The material Dr. Bogert presents in 
this book is concise, fairly readable, and 
very usable. Davison 


On the 


The Sight Saver—By C. J. Gerling 
New York: Harvest House, 1943 
202 pp. Price, $2.00. 

Written primarily for the lay publi 
The Sight Saver is a sound and practical 
handbook of information about the 
organ of vision and the possibilities for 
its protection. The material is ar- 
ranged alphabetically, with ample cross- 
indexing to facilitate location of sub- 
jects under a variety of headings. Ex- 
planations and recommendations are in 
keeping with medical science and with 
the teachings of other groups whose 
activities are related to the preservatior 
of eyesight. However, as emphasized 
by the author, the text is not intended 
for purposes of self-diagnosis or sell- 
medication; the aim, rather, is to show 
the need for relfable and timely medical 
attention by giving the reader an un- 
derstanding of the eye and the poten- 
tial hazards of disease and injury. 

Included in the extensive range 0! 
topics are the structural parts of the 
eye, the mechanics of seeing, errors 0! 
refraction, glasses, diseases, relation of 


~ 
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jisturbances to systemic con- 


ular 


illumination, protective devices 


ditions 
ve on factors affecting eye comfort 
and safety at work, at home, and at 
olay. The respective spheres of service 
of ophthalmologists, optometrists, and 
nticians are defined, and a warning is 
sounded iainst quacks and fraudulent 
practitioners. Similarly, milady is 
cautioned in the matter of eye cos- 
metics, nostrums and kindred prepara- 
tions purporting to enhance “ the win- 
dows of the soul”; some may, at best, 
be utterly valueless while others may 
cause serious damage to vision. 

Persons interested in further study 
f the subjects are offered a list of 
hooks and pamphlets as well as the 
names of agencies from which pertinent 
information may be obtained. 

RecIna E. SCHNEIDER 


Interstate Sanitation Commission 

Vew York, New Jersey, Connecti- 
ut—1942 Annual Report. New York: 
6) Hudson Street. 87 pp. 

The sixth report of the Interstate 
Sanitation Commission summarizes the 
commission’s activities for the year, 
and its findings from analyses made at 
each of the sewage treatment works 
within the District. It also sets forth 
the progress made in the abatement of 
pollution in the same area. 

The report contains an outline of the 
commission’s policy which is being 
formulated to meet the conditions im- 
posed by the war. The commission is 
taking steps to urge municipalities to 
develop a financial program whereby 
treatment works can be built when con- 
ditions permit. Municipalities are also 
being persuaded to prepare the neces- 
sary plans and specifications and bills 
of material so that they can proceed 
with construction without delay at the 
proper time. 

The report describes eight locations 
where new treatment works have been 
placed in operation or major improve- 
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ments to existing treatment works have 
been completed. 

A summary of analyses made of the 
influents and effluents of the various 
treatment works within the District is 
contained in the report. This table 
sets forth, among other things, the 
flow, hydrogen-ion-concentration, sus- 
pended solids removal, settleable solids 
removal, biochemical oxygen demand, 
residual chlorine, and the most prob- 
able number of coliform organisms. 
Plant performances have been rated on 
their ability to meet Compact require- 
ments which are established by law. 
The report also contains a summary of 
the commission’s findings concerning 
each of these treatment plants. 

SetH G. Hess 


Services to the Orthopedically 
Handicapped—Report of a Study un- 
der the Auspices of the Trustees of the 
Widener Memorial School for Crippled 
Children, by Louis P. Hoyer and Charles 
K. Hay. Philadelphia, 1942. 115 pp. 

The authors studied school systems 
and agencies rendering services to the 
orthopedically handicapped in Phila- 
delphia and a number of other cities 
and used the information gained in 
making recommendations for future 
planning of the services in Philadelphia, 
which are administered by the Board 
of Public Education. 

As would be expected, the study and 
report are concerned primarily with edu- 
cational services for the crippled child 
but the breadth of the authors’ concept 
of the functions of the school for the 
orthopedically handicapped far exceeds 
anything now in existence. Such a 
school would be the center about which 
all other community services for this 
group would revolve and would serve 
those on the preschool, secondary, and 
adult levels, as well as the elementary 
level. The need for these services is 
well brought out. Workers of all pro- 
fessions who are satisfied in attacking 
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small segments of the large field of 
rehabilitation of the orthopedically han- 
dicapped will do well to absorb some of 
the vision and philosophy expressed in 
this little book. 

Administrators of agencies engaged in 
carrying out treatment programs in this 
field may well look skeptically on the 
recommendation that a corps of specially 
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prepared and equipped “ codrdinat, 

responsible to the Director 

tion, be employed to assume m 

functions now assumed by pu 

nurses and medical social worke 

another kind of professional \ 

this particular area would certaip) 

necessitate some codrdination 
Jesste M. 
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EXPLORING THE DANGEROUS TRADES: THE 
AUTOBIOGRAPHY OF ALIce Hamitton, M.D. 
Boston: Little Brown, 1943. 427 pp. 
Price, $3.00. 

Frymnc Men anp Mepicive. By E. Osmun 
Barr. New York: Funk & Wagnalls, 1943. 
254 pp. Price, $2.50. 

BEHIND THE SULFA Drucs. A SHort History 
OF CHEMOTHERAPY. By Iago Galdston. New 
York: Appleton-Century, 1943. 174 pp. 
Price, $2.00. 

BRUCELLOSIS IN MAN AnrMats. By I. 
Forest Huddleson. rev. ed. New York: 
Commonwealth, 1943. 378 pp. Price, 
$3.50. 

Synopsis oF DISEASES OF THE SKIN. By 
Richard L. Sutton and Richard L. Sutton, 
Jr. St. Louis: Mosby, 1942. 481 pp. 
Price, $5.50. 

or Bro-CHEMISTRY AND RELATED 
Susyects. William Marias Malisoff, Editor- 
in-Chief. New York: Philosophical 
Library, 1943. 579 pp. Price, $7.50. 

Doctor In THE Maxryc. Tue Art or Bernc 
A Mepicat Strupent. By Arthur W. Ham 
and M. D. Salter. Philadelphia: Lippincott, 
1943. 179 pp. Price, $2.00. 

MANUAL oF INpUsTRIAL Hycrene AND MeEp- 
Service War Inpustries. William 
M. Gafafer, Editor. Philadelphia: Saun- 
ders, 1943. 508 pp. Price, $3.00. 

A Textsoox or Mepicat DIsEASES FOR 
Nurses, Inctupinc Nursinc Care. 5th 
ed. By Arthur A. Stevens and Florence 
Anna Ambler (Hay). Philadelphia: Saun- 
ders, 1943. 623 pp. Price, $2.75. 

EssENTIALS OF InpUsTRIAL Heattu. By C. O. 


Sappington. Philadelphia: Lippincott 
About 600 pp. Price, $6.50 

Ernics ror Nurses. By Charlotte A 
5th ed. Philadelphia: 
378 pp. Price, $2.50. 

Nurstnc History Brier. 
Course of 15 hours or less. By 
Goodnow. 2d ed. Philadelphia 
1943. 338 pp. Price, $2.25. 

Stay Younc anp Live. 
Richmond: The Dietz Press, 1943. 125 » 
Price, $1.75. 

SANITARY INsPEcTOR’s MANUVAI y Ben 
Freedman. New Orleans: Louisiana State 
Department of Health, 1943. 360 pp 

Tue Epmemio.cocy or Ra#eumartic Feve 
AND Some oF Its Pusiic Aspects 
By John R. Paul, et al. 2d ed. 163 py 
New York: Apply to the American Heart 
Association. 

20 Years or Mepicat Researcu. By Dorothy 
Wuire Nicorson. New York: National 
Tuberculosis Association, 1943. 97 pp 

Tue Heattn Stratus or NYA A 
Nation-Wide Survey of Youth on the Out 
of-School Work Programs of the Nationa 
Youth Administration. Washington: Gov 
ernment Printing Office, 1943. 77 pp 

Bioop Groups AND TRANsFusIoN. By Ale: 
ander S. Wiener. Springfield: Thomas 
1943. 438 pp. Price, $7.50. 

PRIMER OF ALLERGY. By Warren T. Vaughan 
2d ed. St. Louis: Mosby, 1943. 176 pp 
Price, $1.75. 

Wuat tHE Pustic Knows Asovut HEALT# 
By Mayhew Derryberry, Arthur Weissman 
and George Caswell. New York: American 
Museum of Health, 1942. 144 pp 
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WITH ANNOTATIONS 


RAYMOND S. PATTERSON, 


toward Preventive Med- 
Nebraska, demonstrations 
ypes of prepaid medical care 
inder way. In a sparsely 
sion, a doctor and a nurse 
eventive and curative services 
ed basis to families that pay 
In a thickly populated 
ers pay to a central fund 6 
their cash net income and 
: are assured medical and hospital 
me dental care, and commonly 
| drugs. This is a heartening 

told. 


the Health Front. 
Mar.), 1943. 


Nebraska’s Extension 
J. Home Econ. 


When Women Work—Here you 
will find a bird’s-eye view of industrial 
roduction methods, work clothes, plant 
sanitary facilities, employees’ meals, 
and health conditions outside the fac- 
tory gates as they affect the 14 million 
ind more women in industry. Every 
health worker worth his salt will seize 
every opportunity to gather in each 
crap of information on this vital 
subject 
ANpERSON, M. 
d Health. Am. J. 


Industry, Women, Safety 
Nurs. 43, 3:275 (Mar.), 


Sanity in Nutrition—Vitamin cap- 
sules speed production. Candy bars 
prevent fatigue and reduce accidents. 
Doughnuts between meals reduce ab- 
Chewing gum with ascorbic 
acid works other wonders. Gum drops 
with salt do likewise. Crackers full of 
minerals and vitamins are the last word 
in“ pep production. These are some 
of the selfishly promoted dietary delu- 


senteeism 


sions with 


Pu.D. 


which the industrial nutri- 
tionist must wrestle. Two papers listed 
here help with the answers. 

Binc, F. C. Criteria for the Evaluation of 
Nutrition Experience in Industry. (and) Cow- 
citt, G. R. Current Nutritional Activity in 
Industry. J.A.M.A. 121, 11:813 (Mar. 13), 
1943. 


By the Hundreds of Billions 
A statistic you may want to remember: 
in 1930 there were manufactured 123 
billion cigarettes or 1,500 a year for 
every man, woman, and child over 14. 
Since then more and more cigarettes 
have been smoked. There was a 12 


per cent increase during the first quar- 
ter of 1941 over the same period of the 


preceding year. Mentioned here is the 
increasing suspicion that this Hima- 
layan heap of tobacco bears some rela- 
tionship to the growing incidence of 
stomach ulcer. 

Bow es, R. S. Observations on the Preven- 
tion and Management of Peptic Ulcer. J.A 
M.A. 121, 9:640 (Feb. 27), 1943. 


What Would You Expect To Be 
the Answer?—Immunization clinics 
have an added educative value, the 
health educators are wont to 
Three show-me investigators had the 
temerity put this assertion to the 
test. It would be unforgiveable to 
spoil the story by quoting the findings 
here—but health educators are warned 
not to raise their hopes. 

Brestow, L., et al. Parental and Familial 
Factors in the Acceptance of Diphtheria and 


Smallpox Immunizations. Pub. Health. Rep 
58, 10:384 (Mar. 5), 1943 


insist. 


Note Department — A 
15 out of every 


Hopeful 
half century hence, 
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hundred will be over 65 years of age, 
and this army will be better qualified 
for useful work than are elderly people 
today—thanks to more science and 
better art in medicine. Suitable work 
for our ageing population is profitably 
discussed. 

Carison, A. J. The Older Worker. J.A.M.A 
121, 11:806 (Mar. 13), 1943. 


Against One Hazard of Infancy— 
Evidence is presented that the immuni- 
zation of pregnant women with per- 
tussis vaccine results in transmitting 
some degree of protection to the new- 
born babies to carry them through the 
dangerous period of infancy when they 
seem especially susceptible to whooping 
cough. There was no discernible effect 
upon the progress of the pregnancy. 

Couen, P., anp Scapron, S.J. The Piacental 
Transmission of Protective Antibodies Against 
Whooping Cough. J.A.M.A. 121, 9:656 (Feb. 
27), 1943. 


More about Rheumatic Fever— 
Of 241 children suffering from hemo- 
lytic streptococcal infections during an 
institutional oral outbreak of tonsillitis, 
88 had rheumatic fever. Among other 
findings of this study of the evident 
relationship between the two conditions 
are: familial predisposition is still an 
important factor; the most susceptible 
age group was 9-14; and the weather 
didn’t count. 

Dirxowsky, S. P., ef al. An Epidemic of 
Rheumatic Fever in a Children’s Institution. 
J.A.M.A. 121, 13:991 (Mar. 27), 1943. 


“Canada Approved”—Among a 
great many other dietary matters, there 
is a blessing given here to “ Canada 
Approved ” flour which produces bread 
almost white in color, but containing 
most of the valuable nutrients of the 
wheat berry with it, the British popula- 
tion will not lack for Vitamin B,, says 
this authority. Apparently the British 
haven’t our genius for taking out the 
natural nutrients from our food stuffs, 


AMERICAN JOURNAL OF PuBLIC HEALTH 


May, ] 


then putting back ersatz substiny. 
No doubt they'll learn in time 
Drummonp, J. C. Problems of Warm, 
Nutrition. J. Roy. Inst. Pub. Health 
6, (1 & 2):26 (Jan. & Feb.), 194 ' 


Hygienist, Know Thyself—f,, 
clearly told story of Dr. Kruse's styqj 
in subclinical nutritional  deficie, 
states among people like yoursel; 
will hunt far to find a better. [pj 
paper is addressed to public health 
nurses but its reading will do you a| 
of good whatever your professional fie 
may be. 

Dwicur, J. C. The Newer Knowledg 
Malnutrition. Pub. Health Nurs 
(Feb.), 1943. 


Syphilis in Alabama—Of 
200,000 blood tests taken on drait reg 
istrants, 9 per cent were positive. () 
the white men 1.5 per cent were posi 
tive and of the Negroes, 19.8 per cent 
Urban rates were materially higher 
than rural and the bigger the city the 
worse the record. As Alabama has 1 
million Negroes, the magnitude of it 
venereal problem is evident. 

Gu, D. G., et al. Syphilis in Alabama a 
Revealed by a Serologic Survey of Selecti 
Service Registrants. Ven. Dis. Inform. 24, | 
(Jan.), 1943. 


Industrial Hazards Peculiar to 
Women—Useful recommendations tor 
meeting the peculiar health needs 
women in industry are presented in this 
preliminary report. Here you will fin 
practical discussions about work dur- 
ing menstrual difficulties, before an 
after childbearing, and during the 
menopause. 


Hessettine, H. C., et al. Women in ln- 
dustry. J.A.M.A. 121, 11:799 (Mar. 13), 1% 


Honesty Is the Best Policy— 


At present there are no effective 
methods available for the prevention © 
colds. Vaccines are of no practica 
value. Vitamins fail to prevent colds 
“ Hardening ” the body is useless. The 
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{ other respiratory infec- 
ibjected to similarly compe- 
nv and reported upon with 


S. Control of Common Respira- 
J.A.M.A. 121, 11:802 (Mar. 


Making the World Safe—A large 
Negro soldiers were given 


g 


~lfathiazole before and after leaving 


[he gonorrhea rate dropped 
to 8 and the chancroid rate 
» 
veress, J. A., AND Denton, W. The Oral 
f Sulfathiazole as a Prophylaxis for 
crhea. JA.MLA. 121, 11:827 (Mar. 13), 


am] 


North Carolina Does It—-More 
work—fewer workers. The North 
Carolina Health Department was faced 
with this problem—as what state hasn’t 
been—and proceeded to do something 
intelligent about it. Whoever you are, 
and whatever may be your job, you 
will be immensely impressed with what 
was accomplished. 

Mountin, J. W. A Self-help Solution of 
State Personnel Problems. Pub. Health Rep. 
‘8 8:207 (Feb. 19), 1943. 


It Worked with Cows—aAl! will 
admit that cows are more important 
than women and men! But in Minne- 
sola, a project is under way to apply 
methods similar to those that have 
cleared the county of bovine tubercu- 
losis—the greatest hygienic feat in re- 
orded history—to ridding the state, 
ounty by county, of human tubercu- 
losis. Belief is expressed that accred- 
tation of counties has done more to 
stimulate action in preventing the 
spread of human tuberculosis, than any 
other movement. You'll be interested 
n this 

Myers, J. A. County Accreditation Plan 


for Tuberculosis Control. J.A.M.A. 121, 12: 
21 (Mar. 20), 1943. 
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You Can’t Argue with a White 
Rat—How men and women workers 
were weaned from pastry and soda-pop 
luncheons to salad sandwiches and milk 
is told briefly by one who did it. 

Pace, E. S. Nutrition Education at the 
Fisheries. J. Home Econ. 35, 3:156 (Mar.), 
1943. 


All White Bread Is Ordered En- 
riched—In the average American’s 
diet, restoration of thiamin in white 
flour to whole wheat level helped 
greatly, but does not entirely correct 
the well known deficiency in that food 
factor, and enrichment with riboflavin 
to whole wheat level will not correct 
the usual dietary deficiency in this sec- 
ond factor. In this report are many 
interesting comments on carbohydrate 
consumption. 

Wituiams, R. D., et al. Evaluation of Nu- 


tritive Contribution of Enriched White Flour. 
J.A.M.A. 121, 12:943 (Mar. 20), 1943 


“ Education” Means To Lead 
Out—You can fairly easily get people 
to pay taxes for protection against epi- 
demics, but it is another matter to get 
them to provide for housing, medical 
care, and social security—to promote 
national health. Health education is 
going to have much harder sledding in 
the future, the easy jobs of motivation 
have been done, says this wise man. 

Wrxstow, C.-E. A. Health Education in a 
Democracy. Science 97, 2513:189 (Feb. 26), 
1943. 


It’s about Time—Boiling garbage 
for % hour will kill trichinae, and 
will prevent the infection of garbage 
fed, hogs, the chief source of trichi- 
nosis. Why not demand this safeguard 
everywhere? 

Waricur, W. W., anv Bozicevicn, J. Ex- 
periments in the Cooking of Garbage for the 
Destruction of Trichinae in Pork Scraps. Pub. 
Health Rep. 58, 10:396 (Mar. 5), 1943 


| 
— 


ASSOCIATION NEWS 


THREE-DAY WARTIME 
SEVENTY-SECOND 


AMERICAN 


ANNUAL 


PuBLIc HEALTH CONFERENCE AN! 


BUSINESS MEETING 


PUBLIC HEALTH ASSOCIATION 
New York, N. Y., October 12, 13, 14, 1943 


COMMITTEE ON STANDARD METHODS OF 
FOOD UTENSIL SANITATION 

A new committee on Standard Meth- 
ods of Food Utensil Sanitation has 
been appointed by the Committee on 
Research and Standards. Walter D. 
Tiedeman, M.C.E., Chief of the Bureau 
of Milk Sanitation, New York State 
Department of Health, will act as 
Chairman. 

This new committee will have repre- 
sentation from the Laboratory, the 
Engineering, the Health Officers, and 
the Food and Nutrition Sections. It 
replaces three earlier committees, all 
concerned with the same problem, 
namely, the Subcommittee on Standard 
Methods for the Examination of Dish- 
washing Devices of the Committee 
on Research and Standards, the 
Committee on Disinfection of Dishes 
and Utensils of the Engineering Sec- 
tion, and the Committee on Food 
Utensil Sanitation of the Food and 
Nutrition Section. 

Because of the widespread interest 
in the problem of food sanitation, the 
Committee on Research and Standards 
hopes that this representative group 
will be able to formulate a statement of 
.what constitutes good practice in this 
field from the technical point of view. 
When the other members of the com- 
mittee are appointed their names will 
be announced in the Journal. In the 
meantime, Mr. Tiedeman will welcome 


suggestions from the membership as {y 
how the committee can best serve th 
purpose for which it was created. 


NEW SECTION ON SCHOOL HEALTH 

It will be recalled that the Governing 
Council at the 71st Annual Meeting in 
St. Louis authorized the creation of a 
new Section on School Health and, in 
accordance with this resolution, the Ex- 
ecutive Board has designated the {ol- 
lowing persons to constitute a Section 
Council to hold office until the close 
the next Annual Meeting, at which tin: 
the regular routines can be established 

The following Council was recent! 
authorized: 


Chairman: Leona Baumgartner, M.D 
York, N. Y. 

Vice-Chairman: Jessie M. Bierma: 
M.P.H., San Francisco, Calif 

Secretary: George M. Wheatley 
York, N. Y. 

Section Council: Ruth E. Grout, Ph.D., \ 
ington, D. C.; Hortense Hilbert, R.N., \ 
York, N. Y¥.; Harold H. Mitchell, M! 
Astoria, Long Island, N. Y.; N. P. Neilsor 
Ph.D., Washington, D.C.; George T. Palmer 
Dr.P.H., New York, N. Y. 


Dr. George M. Wheatley, Secretary 
in conference with the members of the 
Council, is planning a program for the 
meeting to be held in New York, N. ‘ 
on October 12 to 14, 1943. 

Members who wish to affiliate wi 
the new Section should so advise the 
Central Office. 


M.D 
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MEMBERSHIP RECORD 
Siemer, of the A.P.H.A. staff 
of the Membership 

has announced that the 
March, 1943, has broken all 
» records for the A.P.H.A., 
new members listed. 

i to Miss Siemer, this has 
of the excellent codperation 
by members and Fellows of 


the Association in returning the lists of 
suggested new members. 


SPARE COPIES OF THE JOURNAL NEEDED 

Readers are asked to address spare 
copies of the July, 1941, August, 1941, 
and January, 1942, issues of the 
American Journal of Public Health to 
the offices of the Association, where 
they will be most welcome. 


APPLICANTS FOR MEMBERSHIP 


‘ollowing individuals have applied for membership in the Association. 
filiation with the sections indicated. 


Health Officers Section 
nderson, M.D., Health Department, 
tt City, Md., Deputy State Health 
ind Howard County Health Officer 
er, M.D., D.P.H., Vercheres, Que., 
Medical Officer of Health for 
s County 
in M. Baker, M.D., 24 N.W. Fourth 
t., Evansville, Ind.. Member, State Board 
Healtt 
| Beaudet, M.D.,-D.P.H., 1352 rue 
Trois-Rivieres, Que., Canada, Med- 
| Officer, Trois-Rivieres Health Unit 
c Bergeron, M.D., D.P.H., 2313 Lafram- 
St. Hyacinthe, Que., Canada, Med- 
al Officer, St. Hyacinthe Health Unit 
\. Blais, M.D., D.P.H., Health Unit, 
etford-Mines (Megantic), Que., Canada, 
Officer, Thetford-Mines Health 


nio Bossinotte, Ministry of Health, 
Que., Canada, Chief of Public 
Bureau 

Brown, M.D., 2739 Broussard St., 


Dr. Ant 
Quebec 
Charities 

David E 


Baton Rouge, La., State Health Officer 


Martin F. Buell, M.D., Municipal Building, 
Dearborn, Mich., Health Officer 

Thomas K. Chandler, M.D., Tunica County 
Health Dept., Tunica, Miss., Director 

Herbert H Cowper, M.D., M.P.H., 116 W. 
Temple St., Rm. 702, Los Angeles, Calif., 
Director, Venereal Disease Control Division, 
City Health Dept. 

\. Avellin Dalcourt, M.D., D.P.H., 56 Notre 
Dame, Louisville, Que., Canada, Medical 
Health Officer, Maskinonge County Health 
Unit 

\rthur T. Davis, M.D., Courthouse, River- 
head, N. Y., Suffolk County Commissioner 
of Health 

Waldo F. Desmond, M.D., Main St., New- 

Conn., Health Officer. 


They have 


Abilene, 
County 


Francis E. Dill, M.D., City Hall, 
Tex., Director, Abilene-Taylor 
Health Unit 

Edward P. Dunne, M.D., Main St., 
ville, Conn., Health Officer 

Thoras S. Englar, M.D., M.P.H., E. Market 
& Fifth Sts., Charlottesville, Va., Health 
Officer, Joint Health Dept. 

Samuel S. Farago, M.D., 101 West Broad 
St., Westerly, R. I., Health Officer, Pawca- 
tuck-No. Stonington, Conn 

J. Russell Frantz, M.D., M.P.H., 1219 Divver 
St., Marysville, Calif. Health Officer, 
Sutter-Yuba Bi-County Health Dept. 

Jacques Gautheier, M.D., D.P.H., 603 rue 
Notre Dame, Cap-de-la-Madeleine, Que., 
Canada, Medical Officer of Health, Ministry 
of Health 

Daniel C. Hackett, M.D., 
Elizabeth City, N. C., 
Pasquotauk-Perquimaus 
Dept. 

Ira J. Hain, M.D., City Hall, Reading, Pa., 
Health Officer 

Fred J. Hamernik, M.D., Pine Ridge Hos- 
pital, Pine Ridge, S. D., Senior Physician, 
U. S. Indian Service 

Austin Hogan, M.D., 10 S. William St., 
Johnstown, N. Y., Health Officer and 
School Physician, Towns of Ephratah and 
Caroga 

Romelee A. Howard, M.D., Hubbard Hos- 
pital, Nashville, Tenn., Medical Officer 
(Acting Assistant Surgeon), U. S. Public 
Health Service 

J. Francois E. Labrecque, D.P.H., 81 rue du 
Pont, Hull, Que., Canada, Medical Officer, 
Hull County Health Unit 

Julius J. Layer, Lieut., M.C., U. S. Naval 
Training Station, Sampson, N. Y., Sanita- 
tion Officer, U. S. Naval Reserve 


Union- 


P. O. Box 426, 
Health Officer, 
District Health 


Mal 

\ 

I'nit 
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Richard W 
864, 
Venereal 
Army 

Grace E. Lutman, M.D., M.P.H., State Office 
Bldg., Hartford, Conn., Child Hygiene 
Physician, State Dept. of Health 

Peter W. Masi, M.D., Wurtsboro, 
Health Officer 

Hugh C. McRee, M.D., Hamilton, Ala., Marion 
County Health Officer 

Hazlett A. Moore, M.D., R.F.D. 1, Oxford, 
Ohio, Butler County Health Commissioner 

Oran A. Moser, M.D., Rocky Hill, Conn., 
Health Officer 

Owen L. Murphy, M.D., Simsbury, Conn., 
Health Officer 

Roger Nadeau, M.D., D.P.H., County Health 
Unit, Richmond, Que., Canada, Medical 
Health Officer 

Charles R. Ozias, M.D. 
County Health Officer 

Blair Points, M.D., 318 City-County Bldg., 
Provo, Utah, P.A. Surgeon (R), U. S. 
Public Health Service, and Director, State 
District Health Office No. 4 

Emile Poisson, M.D., D.P.H., Box 159, 
Victoriaville, Que., Canada, Medical Health 
Officer, Arthabaska Health Unit 

Philippe Poliquin, M.D., D.P.H., Maniwaki 
Co., Gatineau, Que., Canada, Medical 
Health Officer, Gatineau County Health 
Unit 

Hamlet C. Pulley, M.D., M.P.H., 116 Temple 
St., Los Angeles, Calif., Chief Assistant 
Health Officer, City Health Dept. 

David Sevlever, M.D., 2963 San Martin, 
Santa Fe, Argentina, S. A., General Tech- 
nical Secretary, Dept. of Public Health 

Georges Smith, M.D., D.P.H., County Health 
Unit, Shawinigan Falls, Que., Canada, Med- 
ical Officer, St. Maurice Health Unit 

Ralph B. Thayer, M.D., Main St., Somers, 
Conn., Town Health Officer 

Arthur L. Van Duser, M.D., Box 270, Wis- 
consin Rapids, Wis., District Health Officer 

L. Rene Vezina, M.D., D.P.H., Ministry of 
Health, Quebec, Que., Canada, Chief, 
Division of Mental Hygiene and Mental 
Hospitals 

Vernon M. Winkle, M.D., 2603 Washington 
St., Lincoln, Nebr., Director, Demonstra- 
tion District Health Unit No. 1 

John Zemlansky, M.S., 152 W. State St., 
Trenton, N. J., Senior Sanitary Inspector, 
State Dept. of Health 


Lippman, Lieut., M.C., A.P.O 
Postmaster, New York, N. Y., 
Disease Control Officer, U. S. 


c/o 


Houston, Mo., Texas 


Laboratory Section 
Janet S. Bell, State Board of Health, Pensa- 
cola, Fla., Bacteriologist in Charge 


oF Pusiic HEALTH 


Barbara M. Bellish, 9218 Kempton 4, 
Cleveland, Ohio, Asst. Bacteri: logist. City 
of Cleveland Heights Public Health Lah. 
ratory 

Kenneth R. Berquist, State Board of Heah 
Lab., Pierre, S. D., Senior Bacteriologig 

Bernard L. Blumberg, Phar.D., 115 West ¢ 
St., New York, N. Y., Instructor in Ba. 
teriology, College of Pharmacy 
University 

W. Howard Brown, MS., Engineer Bldg 
Main & Orange Sts., Jacksonville, Fi, 
Asst. Director of Pure Foods and Labor 
tories, City Board of Health 

Theodore C. Buck, Jr., 3514 Clifton Aye 
Baltimore, Md., Asst. Director, Bureay 
Laboratories, City Health Dept 

Charles K. Ewing, 17 Fearing St., Ambers 
Mass., Student, Massachusetts State College 

Philip C. Harvey, MS., State Dept. of Health 
Laboratory, Frederick, Md., Assoc. Bar. 
teriologist 

Clyde C. Hays, Ch.E., P. O. Box 768, Wacg 
Tex., Chemical Engineer and President 
Hays Processing Co. 

Lee Howard, 5 
Savannah, Ga., Pathologist, U 
Health Service 

Eleanor M. Kenigy, Y.W.C.A., Wilkes-Barre 
Pa., Asst. Bacteriologist, State Health Dept 

Alice W. McGarvey, 143 New St., East 
Orange, N. J., Laboratory Asst., Health 
Dept. 

Avis Medica, 1501 W. Main St., Visalia, Calif, 
Public Health Laboratory Technician 
Tulare County Public Health Dept. 

Anne G. Ospeck, 155 Prospect Place, Pearl 
River, N. Y., Bacteriologist, Lederle Labs 
Inc. 

William L. Owen, 2524 North Blvd., Baton 
Rouge, La., Professor of Dairy Science and 
Bacteriology, Louisiana State Univ. 

Corp. Ted Pecker, Station Hospital Labora- 
tory, Ft. Hamilton, N. Y., Medical Labo- 
ratory Technician, U. S. Army 

Joseph E. Porter, M.D., 22 Arsenal St., Port- 
land, Me., Assoc. Pathologist, Maine Gen- 
eral Hospital 

Anna Deane Ramsey, 7625 Colfax Ave., Chi- 
cago, Ill., Asst. Bacteriologist, American 
Meat Institute 

Merritt E. Roberts, Ph.D., Grandview Ave. 
Nanuet, N. Y., Supervisor, Human Bac- 
teriological Dept., Lederle Labs., Inc 

John M. Rush, M'S., 253 W. Wood St., West 
Lafayette, Ind., Asst. Laboratory Instructor, 
Purdue University 

Orval R. Stokke, State Board of Health Lab., 
Pierre, S. D., Junior Bacteriologist 

Virginia R. Travis, 17 Wilson Place, Hastings- 


Columbia 


DeRenne Apts 
S. Public 
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N. Dairy Bacteriologist, 

indt Dairy (Peekskill, N. Y.) 
-B. Wadsworth, 635 Pajaro St., Salinas, 
Asst Bacteriologist, | Monterey 

Hospital 

- B. Wood, 314 South First St., Fulton, 

Y.. Bacteriologist, Sealright Co., Inc 
Martin D. Young, Sc.D., P. O. Box 1344, 
Columbia, S. C., Pathologist in Charge, 
Malaria Research Laboratory, U. S. Public 


Health Service 


Engineering Section 
is J. Alexander, 1200 South Maple Ave., 
Angeles, Calif., Design Engineer, 
Southern California Water Co 

William A. Anderson, T.V.A., Fontana Dam, 
Senior Sanitary Engineering Aide, 
Tennessee Valley Authority 

Paul L. Bennington, 615 North Wood, Logan, 
Ohio, Sanitarian, District Health Dept. 
Archie L. Biladeau, M.S., State Dept. of Pub- 
ic Health, Boise, Ida., Asst. Sanitary 
Engineer 

Orville D. DeFrain, District Health Unit 1, 
Gering, Nebr., Sanitarian 

John R. Ford, 1112-23rd St., Columbus, Ind., 
Sanitary Engineer, Camp Atterbury 

Lt. Chesley F. Garland, Sn.C., Office of The 
Surgeon General, War Dept., Washington, 
D. C., Occupational Hygiene Branch 

Floyd A. Harelson, 524 No. 4th St., Paducah, 
Ky., Sanitarian, McCracken County Health 
Dept 

E. J. Herringer, 209 N. Grove Ave., 
Park, Ill, Passed Assistant Sanitary 
gineer, U. S. Public Health Service 

Edward A. Hochsprung, 204 Harrison St., 
Colfax, Wash., Sanitarian, Whitman County 
Health Dept. 

Karl M. Mason, 402 W. Armstrong, Peoria, 
Ill, Director, Division of Sanitation, Dept. 
of Health 

Thomas H. Milford, M.S., 519 Dexter Ave., 
Montgomery, Ala., Chief Engineer and 
Director, Bureau of Sanitation, State Dept. 
of Public Health 

Walter J. Murphy, 401 Main St., Boise, Ida., 
Sanitarian, City-County Health Unit 

Lloyd F. Pummill, 422%4 D. Ave., Lawton, 
Okla., Junior Engineering Sanitarian, U. S 
Public Health Service 

Capt. Louis W. Roznoy, St. James Terrace, 
Apt. R-3, Newport News, Va., Port Sani- 
tary Officer, Army of U. S. 

Elijah C. Seaton, P. O. Box 204, Jonesboro, 
Tenn., Sanitarian, Washington County 
Health Dept. 

Harry Steigman, 2402 Auburn Ave., Baker, 
Ore., Sanitarian, Baker County Health Dept 


Oak 
En- 
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Edward D. Thoits, C.E., 529 So. El Molino 
Apt. 7, Pasadena, Calif., Junior Engineer, 
Koebig and Koebig 

Chester G. Wigley, C.E., Shelton Hotel, 49 
& Lexington Ave., New York, N. Y., Acting 
Chief, Division of Sanitary Engineering, 
Dept. of Health 


Industrial Hygiene Section 

Capt. Robert R. Bidwell, M.C., 
Ordnance Depot, Stockton, Calif., 
Surgeon 

Nathan C. Burbank, Jr., M.S., State Dept 
of Health, Des Moines, Ia., Public Health 
Engineer, U. S. Public Health Service 

Albert F. Bush, P. O. Box 664, Berkeley, 
Calif., Asst. Sanitary Engineer, Bureau of 
Industrial Health, State Health Dept. 

Eric A. Cunningham, M.D., 122 S. 2nd, 
Louisiana, Mo., Medical Director, Hercules 
Powder Co. 

Hilmer N. Hansen, 823% Ninth Ave., Helena, 
Mont., Industrial Chemist, Dept. of In 
dustrial Hygiene, State Board of Health 

Willis G. Hazard, A.M., 637 Broad St. Bank 
Bldg., Trenton, N. J., P.A. Industrial Hy- 
giene Engineer (R), U. S. Public Health 
Service 

Francis F. Heyroth, M.D., Ph.D., Kettering 
Laboratory, Coll. of Med., Cincinnati, Ohio, 
Asst. Professor 

Robert V. Holman, M.D., State Dept. of 
Health, Des Moines, Ia., Industrial Hygiene 
Physician 

Joe G. Hufstedler, M.D., M.P.H., Tennessee 
Valley Authority, Wilson Dam, Ala., Health 
Officer 

Kenneth A. Koerber, M.D., 6101 Wayne Ave., 
Philadelphia, Pa., Medical Director, Cramp 
Shipbuilding Co. 

Frederick S. Mallette, 
Akron, Ohio, Industrial 
stone Tire & Rubber Co. 

Alexander McCausland, M.D., Blacksburg, 
Va., Medical Director, Hercules Powder Co 

John F. Preston, Jr., M.D., 5009 Club Drive, 
Chattanooga, Tenn., Medical Superin- 
tendent, Volunteer Ordnance Works 

James H. Rook, 1911 Burlingame, Detroit, 
Mich., Industrial Hygiene Chemist, Chrysler 
Corp. 

Major Carlton W. Winsor, M.C., Mt. Rainier 
Ordnance Depot, Tacoma, Wash., Surgeon 


Stockton 


Depot 


750 Canyon Trail, 
Hygienist, Fire- 


Food and Nutrition Section 


State Board of 
S. C., Nutrition Con- 


Julia P. Brunson, 
Health, Columbia, 
sultant 

Imogene C. Cox, 521 Union Commerce Bldg.. 
Cleveland, Ohio, Regional Nutrition Repre- 
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sentative, Defense Health and Welfare, 
Federal Security Agency 

A. B. Jackson, Box 309, Key West, Fia., 
Sanitarian 

Dorothy L. R. Moore, M.D., State Dept. of 
Health, Louisville, Ky., Asst. Nutritionist 

Capt. Morris E. Moore, V. C., Keesler Field, 
Biloxi, Miss., Station Veterinarian and 
Food Inspector 

Carolyn H. Parsons, 426 Warren St., Hudson, 
N. Y., Executive Secretary, Tuberculosis 
Eradication Assn. 

J. Sarto Sirois, M.D., D.P.H., rue Beaubien, 
Riviere-du-Loup, Que., Canada, Medical 
Officer, Counties of Riviere-du-Loup and 
Temiscouata 


Maternal and Child Health Section 

Myrtle S. Carney, M.D., State Board of 
Health, Pierre, S. D., Medical Consultant, 
Maternal and Child Health and Crippled 
Children 

Gene B. Haber, M.D., M.P.H., Eastern 
Health District, 173 Water St., Exeter, N. 
H., District Health Officer, and P.A, 
Surgeon (R), U. S. Public Health Service 

Robert B. Hughlett, D.D.S., East Alabama 
Health District, Opelika, Ala., Dental Con- 
sultant, State Dept. of Public Health 

Mazie B. Hunter, D.DS., 607 Pearl, 
Snohomish, Wash., Dentist on Maternal 
and Child Health Program, Snohomish 
County Health Dept. 

Leila M. Kernkamp, M.D., 502 N. Haviland 
Ave., Whittier, Calif., Physician, Bureau of 
Maternal and Child Hygiene, Los Angeles 
County Health Dept. 

Ellarene L. MacCoy, M.D., M.P.H., 703 State 
Bidg., Los Angeles, Calif., District Pedia- 
trician, State Dept. of Public Health 

June R. Morrison, 739 Phelan Bldg., San 
Francisco, Calif., State Dental Hygienist, 
Bureau of Maternal and Child Health, State 
Dept. of Public Health 

David E. Overton, M.D., M.P.H., 7 Wilkins 
Ave., Middletown, N. Y., Asst. District 
State Health Officer, State Health Dept. 

Homer A. Phillips, M.D., Umatilla Ordnance 
Depot, Hermiston, Ore., Medical Director 

Dr. Edward W. Robbins, 503 Reed St., 
Philadelphia, Pa. 

Francis Scott Smyth, M.D., Third and 
Parnassus Ave., San Francisco, Calif., Dean, 
Univ. of Calif. Medical School 


Public Health Education Section 
Jean D. Adamson, 727 South 8th St., Spring- 
field, Ill., Director of Field Services, Illinois 
Tuberculosis Assn. 
Wilbur L. Archer, M.D., 1001 S. 13th St., 


Philadelphia, Pa., Chief Clini 
culosis and Health Assn. Her 
Institute 

Casper H. Benson, M.D., 247 E 
Columbus, Ohio, Medical Direct 
bus Tuberculosis Society 

James R. Blayney, D.DS., 950 
Chicago, Ill, Director, Walte: 
Memorial Dental Clinic, Uni 
Chicago 

Harriett F. Brigham, R.N.. M.A 
wick Ave., Bronx, N. Y., Nurs: 
ical Social Worker, Bronx Tube: 

Health Committee 

Eugene H. Coon, M.D., 131 F 
Hempstead, N. Y., Director, Nas 
Cancer Committee 

Patricia Curtis, 315 Maple St., 

Mass., Executuive Secretary, 
Tuberculosis Assn. 

Graham L. Davis, 258 Champion St 
Creek, Mich., Consultant on Hospitals 
K. Kellogg Foundation 

Lt. Jack L. Derzavis, M.C., Central Di 
pensary, U. S. Naval Air Station, Corpus 
Christi, Tex., Venereal Disease Control 
Officer, U.S.N.R. 

William B. Dunning, D.D.S., 140 East 80th 
St., New York, N. Y., Chairman, Com- 
mittee on Community Dental Health, New 
York Tuberculosis and Health Assn 

Ina J. Durfee, M.P.H., 65 Wethersfield Ave 
Hartford, Conn., General Secretary, Hart- 
ford Tuberculosis and Public Health 
Society 

J. Corbett Eason, Jr., M.S., 1824—-13th St 
N.W., Washington, D. C., Inspector (Food 
Chemist), Bureau of Food Inspection 
D. C. Health Dept. 

Clarence W. Flood, 1762 Easterly Terrace, 
Los Angeles, Calif., Epidemiologist, U. S 
Public Health Service 

Dora B. Foster, 3617 Maple Ave., Dallas, 
Tex., Executive Director, Richmond Free- 
man Memorial Clinic 

Noel H. Gross, M.A., Cranford Apt. No. 20, 
Ames, Iowa, Teacher of Sanitary Bac- 
teriology, Iowa State College 

Norma Johannis, Lenox Hill Hospital, 1086 
Lexington Ave., New York, N. Y., Health 
Supervisor 

Florence R. Johnson, 38 Preston Road, 
Columbus, Ohio, President, The Columbus 
Tuberculosis Society 

Harmon K. Law, D.V.M., 15 Longview St 
Montgomery, Ala., Chief Dairy Inspector, 
Montgomery County Health Dept 

Celia K. Lazarus, Deshler Wallick Hotel, 
Columbus, Ohio, President, Columbus 
Cancer Clinic 
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20 East 53 St., 
Dental Ad- 
Neighborhood 


nville, D.D.S., 
N. Y., Member, 
nmittee, N. Y. 
elopment 
McDaniel, 412 East Walnut, 
C., Public Health Educator, 
of Health 
ndenhall, M.D., Medical 
alla Tex., Chairman, 
mmittee, O.C.D. 
Moss, 1939 
Director, 
Public Welfare 
Murray, M.Ed, C.P.H., 5 
Terrace, Jamaica Plain, Mass., 
lucator, Boston Health Dept. 
Phillips, R.N., Room 5, Sentinel 
rlisle, Pa., Nurse and Executive 
Cumberland County Tubercu- 
Health Assn. 
R. Sharman, Ph.D., U. 
Washington, D. C., 
th Education 
Smith, R.N., M.A., 1609 Green Hills 
Nashville, Tenn., Asst. Professor of 
Health Nursing, George Peabody 


Arts 
Public 


Ave., 
County 


Orrington 
Cook 


S. Office of 
Supervisor 


M. Sorli, M.Ed., 54 Regent Road, 
Mass., Public Health Education 
State Dept. of Public Health 
tt, 918 South Orange Grove Ave., 

Angeles, Calif., Director of Health 

tion, Los Angeles Tuberculosis and 

Assn 

M. Stecher, M.D., 3395 

Cleveland, Ohio, Asst. 

Western Reserve 
cal School 
Stephens, M.S., 25 N. Ottawa St., 
Ill., Executive Secretary, Will County 
Assn 

K. Streit, M.A., 216 East Ninth St., 
nnati, Ohio, Director of Physical Edu- 
n, Board of Education 
Strom, Box 47, Roslyn, Wash., 
rintendent, Roslyn Public Schools 

F. Tallman, M.D., 509 City National 

Lansing, Mich., Director of Mental 

State Hospital Commission 


Scranton 
Professor of 
University 


ene, 


rjorie Weaver, R.N., P. O. Box 247, 


rset, Pa., Executive Secretary, Somer- 
inty Tuberculosis Societ; 
Weir, 64 West 12 St., New York, 
Administrative Asst., Neighborhood 
Development, Inc. 
White, R.N., 4 South Genesee St., 
Ill, Executive Secretary and 
Lake County Tuberculosis Assn. 


Public Health Nursing Section 
\. M. Beattie, R.N., Comox-Courtenay 
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Public Health Nursing Service, Courtenay, 
B. C., Canada, Public Health Nurse 
Edith N. Burns, R.N., P. O. Box 
Sylvania, Ga., Public Health Nurse 
Russelle C. Christian, Box 426, Oak Hill, 
W. Va., Field Nurse, West Virginia Tuber- 
culosis and Health Assn 

Caroline M. Clayton, General Delivery, 
strong, B. C., Canada, District Nurse, 
strong Consolidated School Board 

Theta Cole, R.N., 121 S. Okfuskee Ave., 
Wewoka, Okla., Asst of Nurses, 
Seminole County Health Unit 

Ruth Corbould, R.N., Langford, B. C 
Canada, Public Health Nurse, Provincial 
Board of Health 

Lucy W. V. Crafter, R.N., Box 275, Oliver, 
B. C., Canada, Nurse, Victorian Order of 
Nurses 

Winona E. Darrah, R.N., M.A., 9 N. Sunny- 

Drive, Little Silver, N. J., Mental 

Supervisor, Monmouth County 
Organization for Social Service 

Harriet F. Flagg, R.N., Box 201, Hanover, 
Mass., Public Health and School Nurse, 
Hanover Visiting Nurse Assn 

Mary J. Fronk, P. O. Box 636, Lone Pine, 
Calif., Inyo County Public Health Nurse 

Alice Harlow, 4822 Warrington Ave., Phila- 
delphia, Pa., Supervisor, Visiting Nurse 
Society 

Rebecca W. Hill, R.N., Poca County Health 
Dept., Marlinton, W. Va., Staff Nurse 

Gladys P. Hinds, 35 Weybridge St., Middle- 
bury, Vt., Staff Nurse, State Public Health 
Dept. 

Martha C. Johnson, The Johns Hopkins 
Hospital, Baltimore, Md., Head, Out-Patient 
Nursing Service 

Janet S. M. Kennedy, R.N., 126 Ingram St., 
Duncan, Vancouver Island, B. C., Canada, 
Supervisor, Cowichan Health Centre 

Ethel Lindley, R.N., 4107 Bowser St., Dallas, 
Tex., Director and Instructor of Public 
Health Nursing, Methodist Hospital Clinic 

J. Isabel Loucks, R.N., Box 418, Cranbrook, 
B. C., Canada, Public Health Nurse, Pro- 
vincial Board of Health 

Ina L. C. Osburn, 2019 5th St., Wyandotte, 
Mich., Public Health Nurse, Detroit Visit- 
ing Nurse Assn 

Beulah R. Perkins, R.N., 52 Downer Place, 
Aurora, II., Supervisor and Administrator, 
Public Health Assn. of Aurora 

Margaret V. Pontifex, R.N, Box 
B. C., Canada, Public Health 
vincial Board of Health 

E. Dorothy Priestly, R.N., Box 763, Chilli- 
wack, B. C., Canada, Public Health Nurse, 
Board of School Trustees 
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Frances Raley, R.N., 8 No. 59th St., Birm- 
ingham, Ala., Staff Nurse, Dept. of Health 

Metta M. Schnabel, R.N., 3009 N. 16 St., 
Phoenix, Ariz., Schoo! Nurse, Phoenix Union 
High School 

Emma G. Shannon, R.N., 
ford, Fort Worth, Tex., 
Nurses, Fort Worth Independent 
District 

Eileen M. Snowden, R.N., Box 
George, B. C., Canada, Public 
Nurse, Provincial Board of Health 

Mabel Spinning, R.N., 510 Court St., The 
Dallas, Ore., Supervising Nurse, Wasco- 
Sherman Health Dept. 

Nola B. Uttley, R.N., Caretta, W. Va., Com- 
munity Camp Nurse, Carter Coal Company 

Rose Weiss, c/o Baskin, 1041 Bushwick Ave., 
Brooklyn, N. Y., Madison County Public 
Health Nurse 

Dorothy Wilson, M.A., 70 Morningside 
Drive, New York, N. Y., Instructor in 
Nursing Education, Teachers College, 
Columbia Univ. 


409 E. Weather- 
Supervisor of 
School 


760, Prince 
Health 


Epidemiology Section 

Oswaldo Anido, M.D., 320 W. 108 St., New 
York, N. Y., Professional Service Dept., 
E. R. Squibb & Sons International Corp. 

Madero N. Bader, D.V.M., 417 11th St., 
Galveston, Tex., Instructor, Medical Branch, 
Univ. of Texas 

Philip A. Bearg, M.D., Dr.P.H., 161 Church 
St., New Haven, Conn., Asst. Epidemi- 
ologist, Health Dept. 

Alexander W. Burke, M.D., 404 West Jack- 
son Parkway, Springfield, Ill., District 
Health Superintendent, State Dept. of 
Health 

Lassalle Laberge, M.D., Ministry of Health, 
Parliament Bldgs., Quebec, Que., Canada, 
Director, Division of Tuberculosis 

Phyllis S. Leibly, M.D., 300 Public Safety 
Bldg., Seattle, Wash., Diagnostician of 
Communicable Diseases, City Health Dept. 

Arthur A. Pleyte, M.D., 2959 N. Stowell Ave., 
Milwaukee, Wis., Medical Director, Wiscon- 
sin Anti-Tuberculosis Assn. 

Walter B. Quisenberry, M.D., 107 N. Virginia 
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St., Farmville, Va., Venereal Disease ¢., 
trol Officer, U. S. Public Health Servic. 
Helen L. Walker, R.N., 2113 N. University 
Peoria, Ill., Social Worker, Dept. of Heajs) 
Arthur R. Zintek, M.D., State Office Bld 
Madison, Wis., District Healt! 
State Board of Health 
Unaffiliated 
Constance C. Baker, A.M., 
Road, Fairfield, Conn. 
Corinne B. Hunn, R.N., 201 Bochne Bldg 
Evansville, Ind., Executive Secretary, Vay 
derburg County Tuberculosis Assn 
Henry J. Kruska, D.D.S., M.P.H., 920 Bald 
win, Ann Arbor, Mich., Student, Uniy 
Michigan School of Public Health 
Myron D. Miller, M.D., Franklin Couns 
Tuberculosis Hospital, Columbus, 
Superintendent and Medical Director 
Myron S. Mitchell, M.D., 226-30 East 12 S 
New York, N. Y., Physician, Social Hygiene 
Bureau, Dept. of Health 
Anthony H. Nikiel, M.D., 12 Cottage § 
Lynn, Mass., School Physician, City of 
Lynn 
Victor Siegel, M.D., New Jersey Sanitarium 
Glen Gardner, N. J., Resident Physician 
William R. Smith, D.V.M., 610 S. 10th, Las 
Vegas, Nev., Sanitarian, Clark Count 
Health Dept. 


Officer 


1047 Old Pos 


DECEASED MEMBERS 

J. S. Abbott, Washington, D. C 
Member 1925, Elected Fellow 1929 
and Nutrition Section 

Richard M. Bradley, Boston, Mass., 
Member 1920, Engineering Section 

James M. Brannon, Ph.D., Urbana, Ill 
Elected Member 1929, Laboratory Section 

C. B. Crittenden, M.D., Louisville, Ky., Char- 
ter Fellow 1923, Health Officers Section 

Lt. Col. Joseph M. Curry, V.C., Keesier Field 
Miss., Elected Member 1937, Elected Fellow 
1942—Unaffiliated 

Hazel M. Hatfield, M.D., New York, N. Y 
Elected Member 1920—Unaffiliated 

William Thau, M.D., Boston, Mass., Elected 
Member 1937, Maternal and Child Health 
Section 


Elected 
Food 


Elected 


ASSOCIATION NEWS 


NATIONAL HEALTH HONOR ROLL 


es 


of 33 cities and counties in 18 states winning awards in the 1942 


Health Honor Roll have been announced by the United States Chamber 
»merce and the American Public Health Association, which jointly sponsor 
nual competition in community health promotion and preservation. 


cities which attained the 1942 


Thos 
Health Honer Roll are 


Nationa 
Baltimore, Md 

Detroit, Mich 

Evanston, Ill 

Greenwich, Conn 
Hackensack, N 3 
Hartford, Conn 
LaSalle-Peru-Oglesby, Ill. 
Madison, Wis. 
Milwaukee, Wis 

Newton, Mass 

Peoria Ill 

Racine Wis 

Reading, Pa 


Those counties which attained the 1942 


National Health Honor Roll are: 
Arlington County, Va. 
Davidson County, Tenn 
El Paso County Tex. 

Fayette County, Ky. 
Forsythe County, 
Gallatin County, Mont. 


Gibson County, Tenn. 

Glynn County, Ga. 

Jones County, Miss. 

Lauderdale County, Miss. 

Louisville-Jefferson County, Ky 

Madison County, Ky. 

Memphis-Shelby County, Tenn. 

Olympia-Thurston County, Wash 

Saginaw County, Mich. 

Sanilac County, Mich. 

Santa Barbara County, Calif 

Van Buren County, Mich. 

Washington County, Miss. 

Whitman County, Wash. 

Awards were presented to the win- 
ners during the Chamber’s annual 
meeting, held in New York, April 27 
to 29. 

The National Health Honor Roll is 
financed jointly by the W. K. Kellogg 
Foundation and the Metropolitan Life 
Insurance Company. 


Advertisement 


Opportunities Available 


PUBLIC HEALTH NURSES—(a) 


PUBLIC HEALTH PHYSICIANS—(a) Assistant di- 
rector of health; relocation community; public health 
training desirable; Southwest. (b) Physician to take 
harge health association operating small hospital; 
$400, partial maintenance; Arizona. (c) Director of 
listrict health department; training or experience in 
iblic health, preferably in administrative side, de- 
sirable; $4,500, plus traveling allowance. (d) Clini- 
ian; venereal disease clinic; patients average 1,000 
weekly; Southeast. (e) Public health physician; 
mostly venereal disease work; vicinity Washington. 
City health officer; town of 10,000 located in the 
Shenandoah Valley; will have as assistants full-time 
nurse and sanitary officer. (g) Industrial physician; 
construction project; Alaska; $4,000,’ maintenance; 
transportation. (h) Field position; state department 
{ health; should be effective public speaker; will 
provide health training if not trained; Midwest. (i) 
Public health appointment; $250, including traveling 
expenses; South. PH3-1. Medical Bureau (Burneice 
Larson, Director), Palmolive Building, Chicago. 


Public health 
nurse; minimum year’s experience in recognized 
health department; Northern California. (b) Public 
health instructor; fairly large hospital; East. (c) 
Public health nurse; two-county health department; 
generalized program; staff consists of director, sani- 
tarian, four staff nurses, three clerks; muust be able 
to drive; $1,800 plus car allowance. (d) College 
nurse; approximately 1,500 students; public health 
certificate required; $2,000; West. (e) Public health 
supervisor; graduate nurse with public health cer- 
tificate and considerable executive experience re- 
quired; $2,200; West. (f) Resident nurse; young 
women’s college; Midsouth. (g) Staff nurse; state 
department of health; South; if not trained will 
provide training during which time salary will be 
received. PH3-2. Medical Bureau (Burneice Larson, 
Director), Palmolive Building, Chicago. 


623 
\auiol 
1 Col 


EMPLOYMENT SERVICE 


_ The Association Employment Service seeks to bring to the attention of 
officers the names of qualified public health personnel and to act as a ci: 
on employment. This is a service of the Association conducted without expe: 


employer or employee. 


ippointir 
Hung 

iringhn 

‘TINGhouse 


S¢ to the 


From the registry of persons available, selected announcements are pubis! 


time to time. 


Appointing officers may obtain lists of all registrants on request 


Address all correspondence to the Employment Service, American Pu! 
Association, 1790 Broadway, New York, N. Y. 


POSITIONS AVAILABLE 


Southern state department of health 
seeks several obstetric and pediatric con- 
sultants, requiring a minimum of a year’s 
residency in a specialty, immunity to 
draft and preferably training in public 
health, Men and women are eligible. 
Salary $300 per month plus travel. Apply 
Box C, Employment Service, A.P.H.A. 


MEDICAL OFFICERS NEEDED—TENNESSEE 
VALLEY AUTHORITY 

The Tennessee Valley Authority is in 
urgent need of medical officers who are 
not eligible for military service and who 
are willing to accept assignments to war 
industrial activities (construction, manu- 
facture of war chemicals and manufacture 
of hydroelectric power) as their partici- 
pation in the all out war effort. Respon- 
sibilities include physical examinations, 
industrial hygiene, care of injuries, med- 
ical care to families in remote construction 
areas and general public health responsi- 
bilities in construction camps and villages. 

Salary ranges from $3,200 to $4,200 per 
annum with opportunity for promotion. 

For further information write to Dr. E. 
L. Bishop, Director of Health, Tennessee 
Valley Authority, Chattanooga, Tenn., or 
to the Personnel Department, Tennessee 
Valley Authority, Knoxville, Tenn. 


CAREER OPPORTUNITIES IN PENNSYLVANIA 


Charles B. Frasher, Merit System Super- 
visor, Pennsylvania State Department of 
Health, 207 Blackstone Building, Harris- 
burg, announces that appointments will 
soon be made in the following branches 
of the State Health Department of Penn- 
sylvania: Health Conservation, Tubercu- 
losis Control, Venereal Disease Control, 
Pneumonia Control, Industrial Hygiene, 
Narcotic Drug Control, Environmental 
Hygiene, Public Health Laboratories, Ma- 
ternal and Child Health Services, Crippled 
Children’s Services, School Medical In- 
spection, Dental, Nutrition, Milk Sanita- 
tion, Public Health Education, Sanitary 
Engineering, Vital Statistics, Public 
Health Nursing, Accounts, Biologicals 
and Supplies, Merit System, Tuberculosis 
Sanatoria. Open competitive examinations 
will be held and the resulting lists are 


expected to be in existence for 2 years 
or longer. Residence requirements are 
waived for professional positions 


INDUSTRIAL HYGIENISTS 


The Research Section of the Division 9; 
Industrial Hygiene, National Institute of 
Health, Bethesda, Md., needs chemists 
physicists, and medical technicians, as 
well as laboratory assistants in these 
fields. There is also opportunity for per- 
sons without college education, specific 
training or experience who are interested 
in such positions. Women now form one- 
third of the employees in the Researcl 
Section. 


Wanted: School Dental Supervisor t 
administer and operate dental progran 
in City schools and clinics in City 50,00 
population. Salary $3,000 to $3,600 wit! 
travel allowance. Those interested should 
address Dr. W. A. Browne, City Healt 
Department, Alexandria, Va. 


The Milwaukee City Service Commis- 
sion announces an examination for as- 
sistant chief in charge of sanitary inspec- 
tion. Salary first year $210 per month 
increasing by $10 increments annually 
until a maximum of $260 per month is 
reached. Applicants must be citizens « 
the United States, between 25 and 45 
years of age. Those interested may com- 
municate with the Milwaukee City Service 
Commission, Room 716, City Hall 
Milwaukee, Wis. 


Sanitarian wanted in county of 28,000 
in Midwest. Salary $1,800 plus $500 
travel. Must own car. Complete super- 
vision and execution of sanitation pro- 
gram, including milk, water, food-han- 
dling, etc., and general sanitation 0! 
environment in county. Address Box I, 
Employment Service, A.P.H.A. 


Merit System for Personnel Adminis: 
tration, Delaware, is accepting applications 
for position of Deputy State Health Off- 
cer in Delaware State Board of Health 
Salary range $3,600 to $4,200. Applica- 
tions accepted until further notice. Those 
interested should communicate with Merit 
System Supervisor, P. O. Box 1911, Wil 
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Delaware, or State Board of 


Vover, Del. 


.n wanted: Starting salary 
vear with travel allowance of 
nth. Man must have own car. 
degree followed by at least 
- course or its equivalent in sub- 
ssary for one entering the pub- 
field, or an engineering degree 
year’s experience in sanitary or 
ealth engineering required. A 
public health training may be 
red as an equivalent for a part of 
rience requirement. Apply Dist. 
Health No. 6, Central Office, 
crv, Mich., Dr. Franklin. 


t of an expected vacancy for an 
iustrial Hygiene Engineer in the Los 
es County Health Department has 
ceived. Those interested should 
mmunicate with Dr. H. O. Swartout, 
\cting County Health Officer, Los 
\ngeies Calif. 


\nnouncement is made of the following 
examinations to be held by the State Per- 
nnel Board, Seattle, Wash., for positions 
the State Department of Health and 
Health Departments : 
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Salary Range 

Position Entrance Maximum 
Bacteriologist ........ $135 $160 
Laboratory Assistant .. 125 145 
District Public Health 

Officer, II 325 425 
Public Health Nurse .. 45 170 
Asst. Venereal Disease 

Investigator 5 190 
General Sanitarian 200 
Milk Sanitarian 200 
Chief of Public Health 

Education 
Senior Milk Sanitarian 
Obstetric Consultant 
Pediatric Consultant 
Senior Bacteriologist 
Assistant Sanitarian 

(Open to Men and 

Women) 5 150 


335 
230 
450 
450 
200 


Residence in the State of Washington is 
not required. Applicants must be citizens of 
the United States. Persons interested may 
secure application forms from the State 
— Board, 1209 Smith Tower, Seattle, 

Jash. 


FOR OTHER POSITIONS AVAILABLE WRITE EMPLOYMENT SERVICE, AMERICAN 
PUBLIC HEALTH ASSOCIATION, 1790 BROADWAY, NEW YORK, N. Y. 

In view of the current active demand for trained and experienced persons in public 

ealth it is suggested that prospective employers communicate directly with the 

Employment Service, American Public Health Association, 1790 Broadway, New York, 


N. Y., for up-to-date lists of applicants. 


POSITIONS WANTED 


Physician, age 36, M.D. Iowa, Dr.P.H. 
Harvard, specializing in tuberculosis, 
seeks position as medical director of a 
sanatorium or a state bureau of tubercu- 
losis. Exempt from military service. A-476 


Physician, M.D. Yale, with private 
practice industrial medicine. Age 39 and 
lratt exempt. Seeks opportunity as pub- 
lic health physician. A-505 


Physician, M.D. University of Arkan- 
sas, M.P.H. Harvard, experienced as 
county health officer. Age 35. Will 
consider position as city or county health 
othcer or director of a bureau. A-506 


Bacteriologist, 28, Iowa State College, 
draft immune, 3 years’ experience public 
health laboratory. Experience in investi- 
gation and control activities on water, 
sewage and sanitation, as chemist and 
bacteriologist and serologist in syphilis 
and enteric diseases. L-465 


M.D., Dr.P.H., now a practising phy- 
sician, chief of a clinic, diplomate in his 
specialty, professor in a medical school, 
ineligible for military service but in good 
health, wishes to make a change in his 
work and be employed in war industry 
A-504 


May, 1943 


NEWS FROM THE FIELD 


EXTENSION OF PUBLIC HEALTH COVERAGE TO THE NATION 


Editorial, 


“Forty million of our people live in 
communities or in areas in which there 
is no access to the full-time services of 
a professionally trained medical officer 
of health and the associated sanitarians 
and public health nurses of a local 
health department of civil government. 
On June 10, 1942, the House of Dele- 
gates of the American Medical Associa- 
tion unanimously voted its approval of 
extension of such services. Now the 
Committee on Administrative Practice, 
one of the standing committees of the 
American Public Health Association, 
has offered a plan to improve the 
situation. 

“Tax supported public health serv- 
ices have been distributed unevenly and 


not in all respects in relation to sanitary 
needs or in proportion to the popula- 
tion units of local government. In 


fact, there are conditions of local 
government, cities, townships and 
counties, in which duplicating and to 
some extent conflicting health services 
are provided because of local rivalries 
of a political nature. State laws in 
some instances do not authorize co- 
operative arrangements for a single 
health officer for adjacent communities 
or counties. Good health service for 
prevention of communicable, occupa- 
tional, nutritional and other preventable 
diseases, and for the protection of the 
health of mothers and children, cannot 
be achieved for a state solely or effec- 
tively or economically by a state de- 
partment of health unless the counties 
and cities are sufficiently concerned 
with local health conditions to support 
their own community health services. 
By the same token federal programs for 
a higher level of national health fail in 


1AM.A., April 3, 


1943 


effectiveness for lack of facilities oj 
local government through which fed. 
eral grants can be used by agreement 
with the state. 

“In July, 1942 some 62 million peo- 
ple living in the continental United 
States were provided by local gover- 
ments with full-time medically officered 
health protection. In addition 16% 
million persons were served by county or 
district health departments operated by 
a state department of health, and about 
12 million more people living in cities 
with full-time health services. There 
remain 41,052,600 persons, or 31 per 
cent of our population, in 1,687 coun- 
ties in 41 states for whom no full-time 
health service is provided by either local 
or state government. 

“The committee of the American 
Public Health Association presents a 
half dozen basic principles of health ad- 
ministration and suggests that not more 
than 1,127 units of local health juris- 
diction are needed for the total coverage 
of the continental United States. The 
units are, of course, in addition to the 
respective state departments of health 
and the health services of the various 
bureaus and departments of the fed- 
eral government. It is to be assumed 
that a city and the county within which 
it is located shall have a single headed 
health service. It is suggested that a 
unit of less than 50,000 population can 
rarely maintain an efficient tax sup- 
ported local health service and that 
counties with small populations should 
be authorized by state law to combine 
with adjacent counties to support and 
be served by a single district or multi- 
county health department. 

“Among the 3,070 counties of our 
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sates there are many with populations 
small and economic resources so 
slender as to preclude the Possibility 
of supporting even the minimum per- 
<onnel and functions of a local health 
department The basic public health 
law of each state should not only per- 
mit but specifically authorize the crea- 
tion of local health units of population 
size and area compatible with efficient 
and economical public service. The 
law should provide furthermore for the 
selection of professional personnel on a 
sound civil service or merit system and 
authorize the levying of taxes to support 
the health services. 

“The American Public Health Asso- 
ciation, through its Subcommittee on 
State Health Administration, has re- 
cently completed a study of state health 
administration in Illinois, undertaken 


at the request of the state director of 
public health with the approval of the 
governor. A summarized report of this 
study discloses a recommendation that 


legislation be enacted to permit the 
establishment of full-time county or 
combination of county health depart- 
ments. Following a distribution of this 
report, the Research Department of the 
Illinois Legislative Council made avail- 
able a factual study of county health 
departments in the state for use by the 
general assembly in considering any 
legislation that might be proposed. 
Now a bill has been introduced by 
Senator Searcy as S. 244, authorizing 
the establishment and maintenance of 
county and multiple county health de- 
partments in the state. 

“ Permissive in form, this legislation 
proposes that county full-time health 
departments may be created either by 
resolution of a county board or by the 
voters of a county and that multiple 
county health departments may be set 
up. If four or more counties wish to 
associate themselves in establishing and 
maintaining such a department, prior 
approval must be obtained from the 
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state department of public health. Pro- 
vision is made for the levying of a 
special tax not to exceed 1 mill on the 
dollar on all taxable property in the 
county or counties involved to finance 
the operation of the department. Exist- 
ing full-time health departments in 
cities, villages or public health districts 
with less than 500,000 inhabitants may 
be retained or they may be abandoned 
and become integrated in the county or 
multiple county health department. 
Health departments in communities 
with a population of 500,000 or over 
will apparently not be affected by the 
bill. Each county health department 
will be managed by a board of health 
appointed by the president or chair- 
man of the county board. At least two 
members must be physicians licensed 
in Illinois to practice the healing art 
in all its branches and at least one 
member must be a dentist licensed in 
Illinois. All members must be chosen 
for their special fitness for membership 
on the board. Multiple health depart- 
ments are to be managed by a board 
of health consisting of three members 
appointed from each county by the 
president or chairman of the county 
board. 

“ Provision is made for the appoint- 
ment of medical, dental and nonmedical 
advisory committees and for the ap- 
pointment, for each department, of a 
chief medical officer to act as executive 
officer, and of such other officers and 
employees as may be approved by the 
executive officer, all appointees to meet 
the qualifications prescribed by the 
Illinois State Civil Service Commission. 
The functions to be exercised by the 
departments are set forth in broad 
groupings, including the right to pass 
such rules as may be necessary for the 
improvement and protection of the 
public health. The people of Illinois 
may well reflect on the importance of 
this proposal, establishing as it does a 
framework on which may be con- 
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structed a comprehensive public health 
program to function in the interest of 
the health of all the people of the 
state. Legislation with a similar ob- 
jective, although differing in detail and 
approach, was proposed this year in 
the states of Arkansas, Georgia, 
North Dakota, Utah, Washington and 
Wyoming. 

“ Each state medical society may with 
advantage avail itself of the detailed 
information in the hands of the Ameri- 
can Public Health Association and 
analyze its own situation in conference 
with its own state health officer. Per- 
missive or enabling legislation to pro- 
vide for local health units and their 
support should be supported by the 
professional influence of the physicians 
of the state, unless existing laws are 
adequate. 

“The career of public health as a 
specialty of medicine requiring gradu- 
ate university training and practical ex- 
perience is so far accepted as part of the 


pattern of preventive medicine that the 
survival of the part-time general prac- 
titioner as the local administrator of a 


health department cannot be en- 
couraged by the medical profession or 
be recommended to the taxpayer as the 
best his money can buy in public 
health.” 


FORTY-FIRST ANNUAL MEETING STATE 
AND TERRITORIAL HEALTH OFFICERS 
The 41st Conference of State and 

Territorial Health Officers with the 

U. S. Public Health Service was held 

March 24 in Washington and was 

opened by Surgeon General Thomas 

Parran. 

The Annual Conference is an out- 
growth of the codperative program es- 
tablished many years ago by the federal 
agency with the states for the control 
of epidemic diseases. On this founda- 
tion of state responsibility and federal 
assistance, the national public health 
program of the United States has been 
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established. At the yearly conierencs 
the Public Health Service presents the 
states with a summary of current prob- 
lems of nation-wide significance. Th, 
State and Territorial Health Ofiicers jp 
turn discuss mutual problems and pre- 
sent recommendations for their solution 
to the Surgeon General. 

In opening the Conference, Dr. Pay. 
ran reported that, despite difficulties 
in obtaining critical materials for the 
construction of community health {a- 
cilities recommended by the Public 
Health Service, 153 hospital and health 
center projects and 372 sanitation proj- 
ects were either completed or nearing 
completion on February 15, 1943 

The Surgeon General warned the 
health officers that if the government 
finds it necessary to move a large num- 
ber of farm workers into certain areas 
this year for the production of food 
crops, the need for rural health and 
medical services. will be intensified 
“Until the scope and organization of 
such a plan are clearly defined, it is 
impossible to say just what it will en- 
tail,” he said, * but we must obviously 
be prepared to assume responsibility in 
whatever program is evolved.” 

Assistant Surgeon General Joseph \\ 
Mountin, in charge of the States Rela- 
tions Division, told the Conference that 
the Public Health Service has recom- 
mended to the Budget Bureau the 
appropriation of federal funds totalling 
$34,399,521 for federal-state coopera- 
tive health work in the fiscal year 
1943-1944. This sum includes regular 
appropriations for health activities un- 
der Title VI of the Social Security Act 
and under the National Venereal Di- 
ease Control Act, as well as emergenc\ 
appropriations for health services di- 
rectly connected with the war eflort 
The latter include malaria and yellow 
fever control around military establish- 
ments where these diseases are preva- 
lent, industrial hygiene services, tuber- 
culosis control in war industries, and 
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of municipal water supplies 
lage. 

\ountin also called upon the 
fficers for greater financial par- 
by state and local govern- 
ments in protection of the public health 
during the emergency. State and local 
health departments may expect to lose 
more personnel as the needs of the 
armed forces increase. The state health 
departments of North Carolina and 
Tennessee were cited by Dr. Mountin 
as the only ones which have anticipated 
this contingency by organizing state- 
wide programs to recruit and train new 
personnel as substitutes for permanent 
employees who have gone into military 

service or other employment. 


NATIONAL HEALTH SERVICE IN BRITAIN 
\ REPORT OF THE BRITISH SOCIETY 
OF MEDICAL OFFICERS OF HEALTH 
Public Health, the Journal of the 

Society of Medical Officers of Health, 

London, in the January, 1943, issue 


carried a report on the national health 
service as it should be, as prepared by 


the Society. The foreword points out 
that health is a national asset and every 
member of the community should be 
entitled to the best possible health and 
its minimum disturbance by disease or 
adverse condition. The Society 
was established in 1856 for the ad- 
vancement of public health. In Sep- 
tember, 1941, the Society set up a 
Medical Planning Committee to con- 
sider how the health of the nation could 
be best secured. An intermim report 
was prepared which has finally resulted 
in this report on a national health serv- 
ice as a contribution by professional 
men and women with wide experience 
in planning for health. 

An introductory section describes the 
present governmental functions in Great 
Britain as they relate to health. 

Having regard to these provisions and the 
need for their coérdination and expansion, 
what is required is that in any local govern- 
ment area there should be a single authority 


any 
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for health purposes. Such an authority would 
be responsible within its area for the admin- 
istration of medical, health and allied serv- 
ices, including the environmental and personal 
health services, and be further responsible for 
the provision of an adequate hospital service 
for all the inhabitants of its area 

In the new organization medicine it 
cannot be too strongly emphasized that it 
will be general practitioners or groups of 
practitioners who will be in the first lines of 
defense against the encroachment of disease 
and for the maintenance and improvement ot 
health. The family should be regarded as 
the health unit, and practitioners should have 
the care in health as well as disease of suitable 
numbers of persons. 


ol 


The report pictures a health center 
equipped for services of preventive and 
curative medicine, and points to the 
doctor as the essential element in the 
organization with facilities for giving 
effect for the purposes of national medi- 
cine, namely, to maintain and improve 
health, to prevent disease, and to treat 
disease and reéstablish health. “ The 
doctor in this organization becomes the 
real family doctor with full responsi- 
bility for the health of the persons 
under his care.” 

Hospital services are proposed as 
complete services able to deal with all 
forms and stages of invalidity. “Any 
suggestion to create ad hoc hospital 
authorities for the purpose of adminis- 
tering hospital services would create 
fresh confusion in a field where integra- 
tion is essential.” Both voluntary and 
municipal hospitals would be included 
and areas would be so arranged that at 
least one hospital will come to be re- 
garded as a principal hospital. Provi- 
sions for teaching services are included. 

All hospitals, voluntary and local authority, 
should be available for all members of the 
community on similar terms and conditions. 

An adequate laboratory service forms an 
essential part of an efficient medical service 
and should be conducted so as to insure 
regular personal contacts between the staff of 
the laboratory, the officers engaged in epi- 
demiology and other public health work, the 
clinical staffs of hospitals and the medical 
practitioners in the area. 
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It is proposed that staffs for the most 
part should be on a whole-time salary 
basis, though provision is also made for 
a capitation basis as under the National 
Health Insurance system and as well as 
part-time service on a salary basis. 


It will take time for a new type of medical 
practitioner to be trained for the care of 
persons in health as well as disease. Hitherto 
the education and training of the medical 
practitioner have mainly had regard to the 
cure of disease. Future training must also 
embrace the study of the prevention of disease 
and the maintenance of health. 

Having regard to the foregoing considera- 
tions it would appear that to avoid any 
unnecessary delay in the ultimate operation 
of the plan steps should be taken at the 
earliest possible moment: (1) To establish a 
new Health Ministry with health as its sole 
function; (2) to establish new Local Govern- 
ment Areas; and to give powers to the new 
Local Government Authorities to plan and 
develop their hospital, medical, health and 
allied services within their discretion and 
according to circumstances during the transi- 
tion period. 

Having regard to the probable state of 
medical practice immediately after the war, it 
is suggested that steps might be taken to 
ameliorate the post-war situation by em- 
powering major local authorities to set up a 
whole-time salaried domiciliary service on 
lines which would ultimately fit into the 
scheme outlined in this report. 


FOR BETTER MEDICAL CARE 
Editorial, New York Times, April 2, 


“ The American Public Health Asso- 
ciation’s Committee on Administrative 
Practice has issued a report * which 
deserves earnest consideration because 
it suggests a plan for the better dis- 
tribution of medical care. As matters 
stand, 62 million of our continental 
population receive some medical atten- 
tion from local governments, 16.5 mil- 
lion more from county or district health 
departments, and 12 million from mu- 
nicipal hospitals and health officers. 


1943 


* Unit of Local Health Service—Progress Report, 
Committee on Local Health Units. Haven Emerson, 
M.D., Chairman. AJ.P.H., 33, 4:404 (Apr.), 1943. 
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This leaves about 41 million for whom 
no full-time health service is provided 
It is with this large fraction that the 
Association’s report deals. 

“The Association makes the point 
that in addition to existing agencies 
1,127 medical units are needed for the 
continental United States. This rela. 
tively small addition is held to be ade. 
quate if counties so sparsely settled that 
they camnot support a good health 
organization are willing to consolidate 
their funds and facilities and establish 
a single large unit for the benefit of the 
group. That this is no utopian pro- 
posal is made clear by a study of 
Illinois’ needs. 

“Legislation is proposed to permit 
counties to create group health depart- 
ments, the permission to be obtained 
from the State Health Department 
How is the money to be raised? By a 
tax of one mill on the property of coun- 
ties involved. Communities of less than 
500,000 inhabitants may either retain 
or abandon their health organizations 
as expediency dictates. Larger com- 
munities would not be affected at all. 

“This plan clearly has its merits. 
The cost is not large, and there is noth- 
ing compulsory about it. In these days 
of the automobile and the bus, an ade- 
quate health organization should have 
no difficulty in covering hundreds of 
square miles. But does the plan go far 
enough? The sick too often need hos- 
pital care. And if there are to be 
hospitals they should be open to all 
qualified physicians. Moreover, some 
provision should be made for research 
in public health of the type in which 
this city has promised to engage, and 
for teaching. No sound medical plan 
can ignore the interrelation of practice, 
research and teaching.” 


DR. DOULL SERVING OVERSEAS 
James A. Doull, M.D., Dr.P.H., Pro- 
fessor of Hygiene and Public Health. 
School of Medicine, Western Reserve 
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University, Cleveland, has_ recently 
wndertaken an overseas mission for the 
tend-Lease Administration. Dr. Doull 
- a member of the Executive Board of 
the American Public Health Associa- 
rion. He has been appointed Senior 
Surgeon (R) in the U. S. Public Health 
Service and assigned to the Lend-Lease 
Administration. 

During the last World War Dr. Doull 
served in the Medical Corps of the 
British Army for four years and was 
awarded the Military Cross of Great 
Britain and the Croix de Guerre of 
France. He expects to return in about 
four months. 


\PPOINTMENT OF JUDICIAL COMMISSION 
ON BACTERIOLOGICAL NOMENCLATURE 
At the Third International Congress 

of Microbiology held in New York City 

n September, 1939, a series of recom- 

mendations of the Permanent Interna- 

tional Committees on Bacteriological 

Nomenclature were accepted at the 

plenary session of the Congress. The 

third and fourth recommendations were: 


That the Nomenclature Committee, as at 
present constituted, shall continue to function 
inder the auspices of the International Asso- 
ciation of Microbiologists as it did under the 
International Society for Microbiology. 

That the International Committee shall 
select from its membership a Judicial Com- 
mission consisting of twelve members, exclu- 
sive of members ex officio, and shall designate 
a Chairman from the membership of the 
Commission. The two Permanent Secretaries 
of the International Committee on Bacterio- 
logical Nomenclature shall be members ex 
ficio of the Judicial Commission. The Com- 
missioners shall serve in three classes of four 
commissioners each for nine years, so that one 
class of four Commissioners shall retire at 
every International Congress. In case of the 
resignation or death of any Commissioner, his 
place shall be filled for the unexpired term 
by the International Committee at its next 
meeting 


By prompt action at and subsequent 
to the Congress ballots were cast in 


spite of war conditions by 26 of the 62 
members of the Permanent Committee 
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on Nomenclature. These ballots when 
examined by the undersigned joint Sec- 
retaries of the Permanent Committee in 
November, 1942, were found to have 
resulted in the selection of the persons 
whose names appear below. These are 
grouped in the three classes specified by 
the Permanent Committee, those receiv- 
ing the highest number of votes being 
placed in the nine year class, those re- 
ceiving the next highest in the six year 
class, etc. Names in the classes are 
arranged alphabetically. 

Elected for nine years—(term nor- 
mally expires in 1948). R. E. Buchanan 
(U.S.A.), A. J. Kluyver (The Nether- 
lands), E. G. D. Murray (Canada), 
S. Orla Jensen (Denmark). Elected for 
six years—(term normally expires in 
1945). J. Howard Brown (U.S.A.), A. 
R. Prévot (France), J. Ramsbottom 
(Great Britain), Th. Thjétta (Norway). 
Elected for three years—(term nor- 
mally would have expired in 1942). 
A. Lwoff (France), R. Renaux (Bel- 
gium), A. Sordelli (Argentine), C. Stapp 
(Germany). 

It has been decided to make this an- 
nouncement in the hope that some plan 
for taking tentative action on questions 
of nomenclature can be developed by 
those members of the Commission who 
can be reached under war conditions. 

While no provision was made in 1939 
for the contingencies that have arisen, 
it is felt that those elected should serve 
until successors are elected. Professor 
R. E. Buchanan has been asked to act 
as Chairman pro tem of the Judicial 
Commission as there is no possibility of 
securing an election under the rules as 
adopted. 

R. St. JoHN Brooks 
(London) 
RoBert S. BREED 
(Geneva, New York) 
Joint Permanent Secretaries 
International Committee on 
Bacteriological Nomenclature 
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DOES THE MEDICAL SHORTAGE AFFECT 
PUBLIC HEALTH? 

On March 29 the Office of War In- 
formation, Washington, released a sur- 
vey of medical care in the United States 
which showed that between forty and 
forty-five thousand doctors had entered 
the armed services, constituting approxi- 
mately one-third of the doctors in active 
full-time practice. A review of the situa- 
tion in some 60 communities in 20 states 
where shortages of doctors have been 
reported included areas in farming 
regions, mushroom towns and _ larger 
cities. The following conclusions were 
reached by the report. 

1. Although there are areas critically in 
need of doctors because of withdrawals for 
the armed forces—a need frequently increased 
by expansion of population for war industry— 
so far the health of the nation as a whole 
has not been seriously impaired by the doctor 
shortage. Doctors these days are not only 
working overtime; they are—most of them— 
working practically all the time and in total 
disregard of their own health. 

2. The number of communities critically in 
need of doctors is not great compared with 
the total number of communities in the United 
States. Those in need, however, are among 
those most vital to our war program. 

3. In too many cases physicians were re- 
cruited for the armed services without suffi- 
cient regard for the welfare of the civilian 
population. There are, however, enough doc- 
tors remaining in private practice to give 
adequate care to the civilian population, pro- 
vided they can be properly distributed numeri- 
cally and according to special abilities. 

4. The voluntary relocation of physicians 
from communities where there is an abun- 
dance of doctors to areas in acute need of 
doctors has proved extremely difficult, and 
has not resulted in a solution of the problem. 

5. In some communities local medical groups 
have resisted attempts to relocate outside doc- 
tors in their locality. 

6. The situation as a whole is not now out 
of control, but unless remedial steps are 
taken soon it will grow progressively worse. 
More physicians will be recruited for the 
armed forces and doctors in critical areas— 
many of them elderly—may succumb to ex- 
haustion from overwork. 

7. Luxury medicine, to which some Ameri- 
cans have become accustomed, is out for the 
duration. We can no longer afford to call 
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doctors for imaginary ailments, and w; 
make the best and most efficient 
medical facilities we have. 

8. Medical shortages are not 
cases to the war, although frequent 
has intensified them. For instance, 1 
areas have never had a sufficient : 
doctors. It is not the purpose of 
to recommend that long-standing | 
solved in time of war except as t! 
to our progress toward victory 


The Office of War Information has 
announced that the material wil] be 
assembled in a booklet and made ayail- 
able to health workers on request 


DENTISTS IN INDUSTR\ 
What was said to be the first meet- 
ing of dentists interested in dental pro- 
grams in the industrial field was held 
in Chicago on February 22, under the 
auspices of the Committee on Eco- 
nomics of the American Dental As- 
sociation. An organization was formed, 
the next meeting to be held in Cincin- 
nati next October. The following were 
elected officers: 


Chairman—E. S. Arnold, D.DS., 
Insurance Company, Hartford, Conn 

Secretary—R. M. Walls, D.D.S., Chairman, 
Committee on Economics, American Dental 
Association 

Advisory Board—Ernest Goldhorn, D.DS,., 
Dental Director of the Pullman Standard 
Car and Manufacturing Corporation; R. C 
Dalgleish, D.D.S., Dental Director, Utah 
State Board of Health; Frank Haughton, 
D.DS., Dental Director, Medical Center, 
Jersey City, N. J.; Hugo M. Kulstad, 
D.D.S., Member of Council on Dental 
Health of the American Dental Association 
and Chairman of Council’s Committee on 
Industrial Dental Programs; L. D. Hea 
cock, D.D.S., Dental Surgeon (R) U. 
Public Health Service, Division of Indus- 
trial Hygiene, National Institute of Health; 
Robert S. Sprau, D.D.S., Dental Adviser, 
Kentucky State Health Department 


Traveler's 


Several papers were presented and 
Dr. Carl Peterson—Secretary of the 
Council on Industrial Health of the 


American Medical Association 
sented the problems encountered by the 
medical group when they first entered 


pre- 
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ial field. Basic objectives 
programs in war industries 
ned. 


OF FOREIGN RELIEF AND 
\BILITATION OPERATIONS 

Herbert H. Lehman, former Governor 

; New York State and now Director of 

» Ofice of Foreign Relief and Reha- 

lit: Operations of the Department 

State, Washington, announced re- 


circumstances under which 
‘he Advisory Committee on Health and 
Medical Care had been set up under 
the Chairmanship of Surgeon General 
Parran of the Public Health 


ently 


fice of Foreign Relief and Rehabilita- 
rations has recognized from the out- 
necessity of planning and executing an 
medical and health program in 
i relief operations. Almost from the 

f our operations, the several govern- 

ental agencies concerned with the various 

ts of public health and medical care were 
isked to provide their assistance. A number 

{ these agencies have been working on these 
problems in advance of the creation of the 
Office of Foreign Relief and Rehabilitation 
Operations 

In establishing this Committee I asked it 
to undertake the following work: 

1. To collect and analyze available informa- 
tion concerning disease prevalence and impor- 
tant health problems in areas which may be 
reoccupied by our armed forces. 

2. To appraise the epidemic and other dis- 
ease conditions which are likely to be an 
important part of relief and rehabilitation. 

’. To estimate the amount and kinds of 
essential health and medical supplies and 
equipment which must be provided. 

4. To consider—at least in general terms— 
the numbers, skills and potential sources of 
personnel needed to deal with epidemic and 
other health problems. 

5. To consider, in conjunction with appro- 
priate agricultural and other sources of in- 
formation, the nutritional problems ahead. 

6. To advise the Director of Foreign Relief 
and Rehabilitation upon request concerning 
other aspects of public health as the occasion 
requires 


In addition to the Chairman, Dr. 
Parran, the Committee now includes: 
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Colonel James S. Simmons U. S. Army; 
Commander T. J. Carter, U. S. Navy; 
Dr. Martha Eliot, Children’s Bureau; 
Dr. Alfred Cohn, Board of Economic 
Warfare; Professor C.-E. A. Winslow, 
Yale University School of Medicine; 
Dr. Frank G. Boudreau, Director of the 
Milbank Memorial Fund; Selskar M. 
Gunn, Vice-President of the Rockefeller 
Foundation, and Dr. James A. Crabtree. 

Governor Lehman also announced 
the appointment of Dr. James A. Crab- 
tree as Chief Medical Officer of the 
Office of Foreign Relief and Rehabilita- 
tion Operations. Dr. Crabtree is loaned 
from the U. S. Public Health Service 
where he has served for the past 2 years 
as Secretary of the Health and Medical 
Committee of the Office of Defense 
Health and Welfare Services. He has 
also been the medical consultant in the 
Office of Lend-Lease Administration. 
He was formerly connected with the 
Tennessee State Health Department 
and was Deputy Medical Director of 
the Tennessee Valley Authority. 

It was also announced that 3 Public 
Health Service medical officers had been 
assigned to North Africa and will depart 
for the field as soon as transportation 
facilities are available, representing the 
OFRRO. They are Drs. Dudley A. 
Reekie, Dorland J. Davis, and Michael 
L. Furcolow. Dr. Reekie is assigned as 
chief medical adviser to Robert L. 
Murphy, the Chief Civilian Affairs Of- 
ficer on the staff of General Dwight E. 
Eisenhower. Mr. Lehman said that the 
dispatch of the 3 Public Health Service 
officers into the North African Field 
will strengthen the personnel of the 
OFRRO which has been in Algeria and 
French Morocco since January, 1943. 
Under the direction of Fred K. Hoehler, 
formerly the Director of the American 
Public Welfare Association, the OFRRO 
is making preparations for extension of 
relief to distressed civilian populations 
in Tunisia. 

In commenting on the preparatory 
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work already accomplished by the Ad- 
visory Committee, Mr. Lehman said: 


The War Department has not only assigned 
Colonel Simmons as its representative on the 
Advisory Committee but has also designated 
Colonel Ira V. Hiscock as Liaison Officer. 

For many months, the Lend-Lease Ad- 
ministration has been making an estimate 
of drugs and medical supplies which may 
be needed after the liberation of occupied 
countries. The full codperation of the Na- 
tional Research Council has been available in 
this work. 

The Children’s Bureau is contributing tech- 
nical aid on child care and maternity prob- 
lems. Through Dr. Boudreau of the Food 
and Nutrition Board of the National Research 
Council, the best scientific advice has been 
available concerning nutrition problems. 

The American Red Cross is coéperating. 
Initial activities of the Office of Foreign Relief 
and Rehabilitation Operations in North Africa 
consisted of distribution of considerable sup- 
plies of powdered milk through child feeding 
stations, undertaken through the Red Cross. 
The Red Cross additionally has undertaken to 
supply certain laboratory and health supplies. 

It was apparent that much necessary in- 
formation concerning public health problems 
in countries likely to be reoccupied already 
was available in various departments in Wash- 
ington and in data compiled by the Rocke- 
feller Foundation. This information has been 
assembled, digested and interpreted, country 
by country, during recent months. 

For many years the U. S. Public Health 
Service has assembled current reports on com- 
municable diseases through the Offices of all 
American Consuls. The Advisory Committee 
on Health and Medical Care now has received 
this information, together with additional data 
available from the Army and Navy. 

In order to deal with special problems, 
a number of subcommittees have been ap- 
pointed. These include the following: 

Nutrition, under Chairmanship of Dr. Bou- 
dreau and including Dr. Russell Wilder, Dr. 
W. H. Sebrell, Colonel Paul E. Howe, and 
Harold A. Vogel. 

Sanitation of Environment, under Chair- 
manship of Dr. C.-E. A. Winslow, and in- 
cluding Dr. Abel Wolman, Colonel William A. 
Hardenbergh, and Senior Sanitary Engineer 
John J. Hoskins. 

Maternal and Child Health under Chair- 
manship of Dr. Martha Eliot, and including 
Dr. Henry F. Helmholz, Dr. Edwards A. Park, 
Dr. Nicholson J. Eastman, Dr. Clifford Grulee, 
and Dr. Joseph Stokes. 

Tropical Diseases, under Chairmanship of 
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Colonel Simmons with other members ; 
selected later. 


Mr. Lehman said that Surgeon (ep. 
eral Parran and members of his Com. 
mittee have been in communicatio, 
with a comparable group in Greg 
Britain, which is organized under th 
Inter-Allied Post-War Requirements 
Committee. 


Uniform standard lists of essential drugs ay: 
being agreed upon and information is bein 
exchanged between my Committee and the 
London group. Dr. Melville MacKenzie, Chair. 
man of the London group, has been invites 
to come to the United States for discussions 
Dr. Raymond Gautier of Switzerland, who js 
associated with the League of Nations, aly 
has been invited to come here for a cop. 
ference concerning health matters. 

In the field of health, as in other sectors oj 
the task of bringing relief and rehabilitation 
to the liberated peoples, it is apparent that 
there will be needed not only the full par- 
ticipation of governments but also of all 
voluntary agencies and foundations exper- 
enced in this field. The task will be » 
tremendous that even the combined efforts 
of government and private agencies will be 
unable to meet all the demands. 

The task of healing the wounds of war 
should engage the full efforts of all the United 
Nations and all freedom loving people every- 
where. When our victorious United Nations 
armies complete the liberation of the suffering 
peoples, it will no longer be a question of how 
much we contribute out of our largess to aid 
the starving and the sick, but rather how 
completely we are willing to share our limited 
joint resources to aid the sick and the starving 


PLAN OF SOCIAL SECURITY FOR CANADA 

First the Beveridge Report for pro- 
viding social security for England; then 
the Report of the National Resources 
Planning Board with recommendations 
toward a similar objective in the United 
States; and now postwar social life in 
Canada is under consideration. A def- 
nite legislative proposal for compulsory 
nation-wide health insurance and a plan 
to assure a minimum standard income to 
everyone have been submitted by Per- 
sions Minister Ian MacKenzie to the 
House of Commons Committee 0 
Social Security. The health insurance 
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would provide medical and 
dental services, hospitalization and 
drugs, to be paid out of wages, income 
contributions, and public funds. The 
cost is estimated to be one billion dol- 
lars a year. The social security plan 
was prepared by Dr. Leonard C. Marsh. 
In laying it before the House of 
Commons Committee, Mr. MacKenzie 
suggested that gaps in existing social 
legislation, the biggest of which is in 
the field of health, should be filled in at 
once. The report proposes establish- 
ment of a basic minimum standard of 
income according to which all social 
aids would be fixed; adjustment to this 
standard of existing non-contributory 
old age pensions and lowering the 
pension age; national compulsory con- 
tributory health insurance with free 
treatment for all; payment of allow- 


measure 


ances to parents for children under 16; 
upward revision of benefits to persons 
with dependents; pensions for disabled 


persons and widows; and payment of 
funeral benefits. 

It is interesting to note that the Ca- 
nadian Medical Association, on January 
18, approved the adoption of the prin- 
ciple of health insurance and “a plan 
of health insurance which will secure 
the development and provision of the 
highest standard of health services, pre- 
ventive and curative, if such plan be 
fair both to the insured and to all those 
rendering the service.” 


NEW PUBLIC HEALTH LEGISLATION IN 
NORTH DAKOTA 

F. J. Hill, M.D., Acting State Health 
Officer, Bismarck, N. D., recently sum- 
marized the new legislation from the 
1943 session of the Legislature. Au- 
thorization has now been obtained in 
an important new act for two or more 
adjacent counties or city-county units 
to pool their funds in order to create 
full-time local health -units. Another 
law raises the minimum salary of the 
state health officer from $4,200 to 
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$5,000 and increases his term of ap- 
pointment from 2 years to 4 years. 

Another bill provides for the registra- 
tion of engineers in order to protect the 
public against incompetent engineering 
services in the construction of public 
and private utilities, structures or 
equipment involving the safeguarding 
of life and the protection of property. 

A law has been passed which reduces 
the number of local registrars from over 
2,000 to a total of 65 in order to facili- 
tate the issuing of birth and death cer- 
tificates. Any citizen in North Dakota 
now may have a judicial determination 
of his birth record. According to Dr. 
Hill, this is a valuable procedure to 
determine birth confirmation for resi- 
dents of foreign origin. 


CHANGES IN MEDICAL OFFICERS, 
0.C.D., WASHINGTON 

A. William Reggio, M.D., Boston, 
recently State Chief of Emergency 
Medical Service for Massachusetts, 
has been appointed Regional Medical 
Officer for the First Civilian Defense 
Region, succeeding Dudley A. Reekie, 
M.D. Dr. Reggio, a graduate of Har- 
vard Medical School, was formerly an 
instructor in surgery at Harvard Medi- 
cal School; assistant visiting surgeon, 
Massachusetts General Hospital, and 
consulting surgeon at the Massachusetts 
Eye and Ear Infirmary. The First Re- 
gion includes the New England States. 

Dr. Reekie, who was assigned to the 
Central Office of the Medical Division 
in Washington in January as Acting 
Chief of the Field Casualty Section, 
has since been assigned by the Surgeon 
General of the U. S. Public Health 
Service to the U. S. State Department 
to head a group of Public Health Serv- 
ice officers who will act as special ad- 
visers on health matters to Robert 
Murphy, Chief Civil Affairs Officer for 
North Africa. 

To succeed Dr. Reekie as Acting 
Chief of the Field Casualty Section, 
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H. van Zile Hyde, M.D., Regional 
Medical Officer for the Second Civilian 
Defense Region (New York, New Jer- 
sey and Delaware), has been trans- 
ferred to Washington. Dr. Hyde, for- 
merly of Syracuse, N. Y., was the first 
Civilian Defense Regional Medical Offi- 
cer appointed, having taken office in 
August, 1941. John J. Bourke, M.D., 
Deputy State Chief of Emergency 
Medical Service for New York, is now 
acting Regional Medical Officer for the 
Second Region. 

David D. Rutstein, M.D., medical 
gas officer on the Washington staff, has 
resigned to become Deputy Health 
Commissioner of New York City. Be- 
fore he joined the Medical Division, 
Dr. Rutstein was chief of the Cardiac 
Bureau of the New York State Health 
Department, Albany, N. Y. 


AMERICAN FILM CENTER ISSUES LIST OF 
HEALTH FILMS 

“Health Films,” a descriptive list of 
219 selected motion pictures arranged 
under 38 subject classifications has 
been issued by the Section on Health 
and Medical Films of the American 
Film Center, Inc., 45 Rockefeller Plaza, 
New York, N. Y. The Center is a 
non-profit educational organization sup- 
ported by a grant from the Rockefeller 
Foundation. 

The films listed, with few exceptions, 
are for lay audiences and include films 
which seem to be of value in the teach- 
ing of health whether they are produced 
under commercial or other auspices. 

The pamphlet is obtainable from the 
American Film Center at 25¢ per copy. 


RELOCATION OF PHYSICIANS 

The War Manpower Commission on 
March 30 announced that approxi- 
mately 600 physicians have changed 
their places of residence and practice in 
the last few months. The Procurement 
and Assignment Service, a Division of 
the Bureau of Placement, War Man- 
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power Commission, makes a: 
accomplish such relocations when the 


medical needs of the civilian p pulation 
would be better served. 


Figures compiled by the Procurement ; 
Assignment Service come from 40 re 43 
states. Of a total of 587 relocations in they 
40 states, 340 were directly due to action by 
the Procurement and Assignment Service. Fy. 
of the relocated physicians are women. A tot, 
of 214 of the 582 relocated male physician: 
are either over 45 years of age, or, if younger 
disqualified for military service. 7 

Although it is known that there have als 
been relocations in Kentucky, Delawar 
Louisiana, Minnesota, Virginia, West Virginia 
Oklahoma, and Vermont, the figures have not 
been reported. In many instances, the Pro- 
curement and Assignment Service reported, 
the assumption of increased duties by a dé. 
creased number of physicians remaining in an 
area has been seen as the best solution to a 
community’s health problem. In a number of 
states ingenious medical care plans have been 
worked out locally which enable fewer phy- 
sicians to care for more civilians. Among 
such states are Maryland, California, Oregon 
Michigan, and Arkansas. 

The Procurement and Assignment Service 
has an organization in each of the nine Army 
corps areas, consisting, in each case, of a 
chairman, two physicians, two dentists, one 
veterinarian, one hospital representative, one 
medical education representative, and one 
public health representative. Also in each state 
there is a state chairman for medicine, for 
dentistry, and for veterinary medicine 


RETIREMENT OF SIR MALCOLM WATSON 

In its report for 1942 on the work oi 
the Alameda County Mosquito Abate- 
ment District, California, Harold F 
Gray says: 


In presenting this Annual Report we wis 
to pay tribute to Sir Malcolm Watson, LL.D 
M.D., C.M., D.P.H., F.RF.PS., L.MS., wh 
at the end of 1942 retired as Director oi the 
Ross Institute of Tropical Hygiene at tb 
London School of Hygiene and Tropical 
Medicine. 

His brilliant demonstration at Klang anc 
Port Swettenham in Malaya in 1901, that 
malaria could be controlled under mosquitc 
control measures, initiated a long and dis 
tinguished career in tropical hygiene, culminat- 
ing in his eventual recognition as the world’ 
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iologist. His work has been 
| by originality, keen observation, 
to experiment, an open mind 
new ideas, fertility in adaptation 
in end, and practical ability to 
stantial results in disease control 
nable cost limits. 
has been an inspiration to those 
ibored in this field, and he has 
ind generously shared with us his 
wledge and experience. 
rid torn with war and destruction, 
ed a pleasure to acknowledge the 
one who has done so much for 
ind welfare of the people. By men 
this world is blessed. 


WEST VIRGINIA LEGISLATION 

[he Monthly News Letter of the 
West Virginia State Department of 
Health records the passage of an act 
tightening the provisions relating to 
the suppression of prostitution and the 
passage of an act creating a division of 
cancer control in the State Department 
of Health. Another act of the Legis- 


lature gives the State Department of 
Health authority to detain and treat 


any person believed to be suffering 
irom any venereal disease. 

rhe confirmation of the appointment 
by Governor Neely of Dr. C. F. 
McClintic as State Health Commis- 
sioner has been announced. Dr. Mc- 
Clintic has served since March, 1941, 
in the unexpired term of his predecessor, 
Dr. A. E. McClue. 


ECUADOR IMPROVES MEDICAL AND 
NURSING FACILITIES 

Nelson Rockefeller, the Coérdinator 
of Inter-American Affairs, Washington, 
D. C., has announced that widespread 
attention to public health and sanita- 
tion in the Americana republics includes 
new hospitals, new dispensaries and 
health centers, and sewage disposal 
plants which are already under con- 
struction in widely separated areas. 
These undertakings in the other 
Americas are directed largely by the 
local authorities, with technical aid and, 
in some cases, with financial assistance 
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provided by United States Government 
agencies. 

It is announced that recently 30 care- 
fully selected students began a course 
of instruction in nursing at the Escuela 
Universitaria de Enfermeras Profesion- 
ales of Quito, Ecuador, as the first 
project of its kind to be inaugurated 
under the Inter-American health and 
sanitation program. This project is 
codperative among various Ecuadoran 
and United States agencies. Students 
in the nurses training course will spend 
the first 4 months receiving classroom 
instruction before entering clinical 
training. The curriculum will enable 
them to meet the requirements of the 
International Council of Nurses and to 
receive international recognition in 
their profession. Codperating are the 
Ministerio de Provision Social, the 
Assistencia Publica, Universidad Cen- 
tral, Direccion de Sanidad, Cruz Roja 
and Concejo Municipal, as well as the 
Pan American Sanitary Bureau, the 
Rockefeller Foundation, and _ the 
Comision Saniiaria Norteamericana. 
The United States teaching staff in- 
cludes Anne Cacioppo, the director, 
Kathleen Logan and Dorothy Foley. 

WESTERN HEMISPHERE PROJECTS 
IN HEALTH 

Dr. Albert R. Dreisbach, Assistant 
Director of the Division of Health and 
Sanitation, Office of Inter-American 
Affairs, Washington, recently announced 
that missions from the United States to 
Central and South American countries 
are contributing money, equipment, 
and personnel in medicine and sanita- 
tion to promote the health of this 
hemisphere. He stated that the budget 
amounted to $25,000,000 and that the 
health and sanitation work was under 
the direction of Brigadier General 
George C. Dunham, U. S. Army, who is 
assigned to the office of the Codrdinator 
of Inter-American Affairs. 

Dr. Dreisbach stated that at present 
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units of Dr. Dunham’s mission are 
operating in 13 of the 20 other re- 
publics in the western hemisphere, in- 
cluding Costa Rica, Honduras, El Sal- 
vador, Guatemala, Nicaragua, Haiti, 
Bolivia, Ecuador, Paraguay, Peru, 
Brazil, Colombia, and Panama. The 
individual units, with one exception, 
are headed by physicians, with sani- 
tary engineers as chiefs of staff. Most 
of the field work is carried on by local 
doctors and local personnel. 
NEW YORK EMERGENCY FOOD 
COMMISSION 
Governor Thomas E. Dewey has an- 
nounced the appointment of an emer- 
gency food commission “ to foresee and 
meet situations as they arise.” Among 
the objects of the commission are to 
help New York farmers to obtain 
maximum production and to guide 
adaptation of New York citizens “ with 
foresight and common sense’ to neces- 
sary changes of diet. Among the mem- 
bers of the commission is Dr. L. A. 
Maynard, Director of the Cornell 
University School of Nutrition. 


PUBLIC HEALTH’SERVICE APPOINTS 
SANITARIANS 

The U. S. Public Health Service an- 
nounces that the title “ Sanitarian ” has 
been adopted for commissioned reserve 
officers whose education and experience 
are in fields allied to public health work, 
but not in the specific field of medicine, 
dentistry, sanitary engineering, or en- 
gineering. Comparable qualifications 
with regard to education and experience 
for each rank are demanded for all 
titles. This title will replace the titles 
of Chemist and Industrial Hygiene 
Engineer which have been given re- 
cently to some officers assigned to in- 
dustrial hygiene work. 


U. &. 


COMMITTEE ON SOCIAL PROTECTION 
A recent meeting was held in Wash- 
ington of the Executive Committee of 
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the National Advisory Police Commiy. 
tee on Social Protection which brough; 
together key representatives of private 
enterprises coéperating with law ep. 
forcement officials in the campaign for 
repression of clandestine prostitution 
and sex delinquency. At the conference 
the Army announced that the venerea! 
disease rate among its men in Jany- 
ary, 1943, was 25.2 per thousand per 
year as compared to 45 during January. 
1942. 

Among the units represented at the 
conference were the American Hote! 
Association, representatives of taxicab 
organizations, and the Distilled Spirits 
Institute, representing the liquor indus- 
try. The chairman of the group was 
Charles P. Taft, Assistant Director of 
the Office of Defense Health and Wel- 
fare Services. 


TRANSCRIPTS OF SANITARIANS’ 
VISITS AVAILABLE 

Instructors in schools offering courses 
in sanitation and those responsible for 
in-service training have long expressed 
a need for more practical teaching ma- 
terial. One way by which schools of 
social work have met a similar need is 
to use verbatim records of actual home 
visits, whereas teachers’ colleges have 
used verbatim reports of classroom 
work. More recently, the nursing 
schools have had access to authentic 
home nursing visits. Verbatim tran- 
scripts of sanitarians’ inspections of 
homes and business establishments are 
now ready for release to instructors of 
sanitarians by the U. S. Public Health 
Service. 

A brief description of the procedure 
used to obtain them is presented here 
in order that the transcripts may be of 
greatest service to those wishing to use 
them. More than 500 transcripts were 
collected concerning the work of 40 
sanitarians in two cities in which the 
health departments carry out diversified 
inspection programs. In the smaller 


y inspector participated, but 
‘n the larger, the division director 
selected at random for participation in- 
spectors engaged in each phase of the 
department's inspection work. 

Expert stenographers accompanied 
the inspectors and recorded all conver- 
cations between them and those with 
whom they made contact in the course 

their calls. Inspectors were re- 
quested not to make any special selec- 
tion of premises to be visited but to 
carry on their daily activities in the 
sual. manner. 

Although the original stenographic 
reports include samples of every type 
of inspection activity carried on by the 
departments, duplication facilities limit 
the collection available for distribution 
to 23 transcripts. They are not offered 
as representative of sanitary inspec- 
tions all over the country; however, 
they do indicate problems that are 
common to most sanitarians. In addi- 
tion to: (1) Complaint Investigations 
(of several categories), the following 
types of inspections were selected for 
publication, (2) Residence (house), 
(3) Eating Establishment, (4) Bakery, 
(5) Delicatessen, (6) Grocery Store, 
(7) Chicken Market, (8) Milk Plant. 

Since the supply of copies is limited, 
distribution is necessarily restricted to 
instructors in departments offering 
courses in sanitation and educational 
directors of health departments and 
other health organizations. Requests 
for this material should be addressed to 
the U. §. Public Health Service, 
Division of Sanitary Reports and 
Statistics, Washington, D. C. 


city evel 


DR. GETTING APPOINTED MASSACHUSETTS 
STATE COMMISSIONER OF HEALTH 
Governor Leverett Saltonstall has 

recently announced the appointment of 

Viado A. Getting, M.D., Dr.P.H., as 

State Commissioner of Health for 

Massachusetts, succeeding Paul J. Jak- 
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mauh, M.D., who has served for several 
years. 
Dr. Getting since 1942 has been 


Health Commissioner of the City of 
Worcester, Mass. He received his med- 
ical degree from Harvard and the 
M.P.H. and Dr.P.H. from the Harvard 
School of Public Health, the latter in 
1940. Dr. Getting has served as re- 
search assistant in epidemiology and 
preventive medicine at the Harvard 
School of Public Health and _ the 
Harvard Medical School. He has 
served as District Health Officer, as 
Epidemiologist, and as Technical Direc- 
tor of the Mosquito Survey in the 
Massachusetts Department of Public 
Health. He is a Fellow of the Epi- 
demiology Section, American Public 
Health Association. 


PROPOSED HEALTH LEAGUE FOR THE 
CARIBBEAN AND GULF AREAS 

In 1938 Domingo Ramos, M.D., 
formerly Minister of Health of Cuba 
and now the Director of the Finlay 
Institute, Havana, proposed the estab- 
lishment of a traveling institute for the 
promotion of sanitary and epidemio- 
logical knowledge in the area of the 
Gulf of Mexico and the Caribbean Sea. 
Dr. Ramos presented his idea at the 
Florida Public Health Association in 
1938 and at a later session of the 
Florida Association held in Tampa. On 
the latter occasion, Felix Hurtado, 
M.D., at present Undersecretary of 
Health of Cuba, presented an official 
offer from President Batista of Cuba 
designating the Finlay Institute of 
Havana as one of the terminal stations 
of the institute. It was later proposed 
that Miami University in Florida 
should be another terminal station. The 
project was subsequently discussed at 
the International Conference of Carib- 
bean Countries held in Port au Prince, 
Haiti, and again at the time of the 
American Public Health Association 
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meeting in Atlantic City, N. J., in 1941. 
Dr. Hurtado visited New York City 
in April in order further to discuss such 
a sanitary league. At this time he 
pointed out that the states of Texas, 
Louisiana, Mississippi, Alabama, and 
Florida border on this region and that 
the relationships of these states and 
their ports with Cuba, with Mexico, 
with Guatamela, Honduras, Salvador, 
Nicaragua, Costa Rica, and Panama, 
as well as with Colombia, Venezuela, 
Trinidad, and the larger and smaller 
Antilles are very intimate and frequent. 
In this area, among other important 
institutions, are located the Finlay In- 
stitute of Havana, the Gorgas Institute 
of Panama, the School of Hygiene and 
Public Health of Mexico City, the 
School of Tropical Medicine, San Juan, 
Puerto Rico, and Tulane and Louisiana 
State Universities of Louisiana. 
According to Dr. Hurtado, the pro- 
posed Institute would serve to link up 
this chain of institutions and promote 
their codperative study of the special 
problems of this area. Dr. Hurtado 
proposes that the Pan American Sani- 
tary Bureau should be urged to organize 
such a central link in codperation with 
the American Public Health Association. 
Dr. Hurtado proposes that a Round 
Table be assembled made up of the 
officials of the Pan American Sanitary 
Bureau, representatives of the U. S. 
Public Health Service, the U. S. Army, 
the U. S. Navy, the American Public 
Health Association, and delegates from 
the states and nations mentioned above. 
Dr. Hurtado would “cultivate the 
policy of continentalism as the best 
form for guaranteeing the happiness and 
well-being of our own countries.” He 
would not create another special or- 
ganization but rather would stimulate 
the practical organization of such an 
institute “to obtain stronger connec- 
tions and more profitable interchange 
among the countries, states, and re- 
gions which are located within the 


natural circle and linked fo 


of reasons.” 


Dr. Hurtado ma 


reference to the desirability ‘Stes 
like these which would pre 
international exchange of fections 
like yellow fever, virulent ilar 
typhus fever, poliomyelitis, enc: ! 
and other tropical and s 


ct 


F 


N. 


ynditions. 
PERSONALS 
Central States 
RED T. ANDREWS, M.D., has 


as Director of the Health Dena 
ment of Bay County, Michigan 
become associated with the Fishe: 
Body Division of the Genera! Motors 
Corporation in Lansing. 

BERNETA Biock, M.D., of Lansing 
Mich., with the State Department 
Health since 1937, has been name 
Director of the Alger-Schoolcrai 
Health Department with hea 
quarters in Manistique. Dr. Block 
succeeds JEAN B. RUHL-Kovpai 
M.D., who has been named Directo: 
of Health District No. One including 
Crawford, Kalkaska, Missaukee, and 
Roscommon Counties. 


RayMonp V. Brokaw, M.D.,* Chie 


of the Division of Cancer Control i 
the Illinois Department of Publi 
Health, Springfield, has been mad 
Acting Director of the Champaigi 
Urbana Local Public Health District 
succeeding R. F. Rewer, M.D 
Dr.P.H.+ Under this plan the stat 
will share with a local health disiric 
the services of a division chiei 1 
order most fully to utilize the avail 
able trained public health personne 
in civilian life. Dr. Brokaw former!) 
was Executive Secretary of th 
American Society for the Control ‘ 
Cancer. 


* Fellow A.P.H.A. 
+ Member A.P.H.A. 
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7 Cow1nc. M.D., was elected 
7 : of the Muncie, Ind., Board 
th on January 15. 

Epwarps, M.D.,7 of White 

Mich., Director of the Fifth 
District Health Department, has re- 

to become head of the St. 

Clair County Health Department. 
\oretanp Emerson, D.D.S., M.P.H., 
been appointed Chief of the 
Nental Health Education Division 
the Illinois Department of Public 
Health, Springfield. He is a gradu- 
ite of the Washington University 
School of Dentistry and of the Uni- 
versity of Michigan School of Public 
Health. He succeeds C. F. Deatu- 
rack, D.D.S.,— who has resigned to 

enter private practice. 

lames CARL Freep, M.D., of Attica, 
Ind., has been named Health Officer 
for Attica. 

W. R. Grept, M.D., M.P.H.,7 has been 
appointed Acting State Superin- 
tendent of Health of South Dakota, 
with headquarters in Pierre, succeed- 
ing JoHN FRANKLIN D. Cook, M.D., 
deceased. 

Donatp M. Harris, M.D.,* of LeMars, 
Iowa, Medical Director of District 
Health Service No. 3, with head- 
quarters in Spencer, was named to 
succeed CHESTER L. Putnam, M.D., 
M.P.H.,7 in the Eighth District. 

Farte C. McBripe, M.D., of Terre 
Haute, Ind., was elected President of 
the City Board of Health. 

James E. McMeer, M.D., of South 
Bend, Ind., was elected President of 
the South Bend Board of Health re- 
cently, succeeding Grorce F. GREEN, 
M.D., who has gone into military 
service. 

Atice H. Mitrer, C.P.H.,+ recently 
resigned as Director of Health Edu- 
cation for the Tuberculosis Institute 
of Chicago and Cook County, to be- 
come Health Education Consultant 
with the U. S. Public Health Service, 
at Kinston, Lenoir County, N. C. 


WitsurN O. B. Netson, M.D., has 


been named Health Officer of Fergus 
Falls, Minn., to succeed the late 
A. Ler, M.D. 


Cart N. Neupert, M.D..7 of Madison, 


Wis., has been appointed State Health 
Officer of Wisconsin, to succeed 
CorNetius A. Harper, M.D.,* of 
Madison, who resigned as State 
Health Officer and as member of the 
State Board of Health. GuUNNAR 
GUNDERSEN, M.D., of LaCross, suc- 
ceeds Dr. Harper as member of the 
Board. 


Joun J. Renorst, M.D., has been 


appointed Health Officer of Fond du 
Lac, Wis., on a part-time basis un- 
til a permanent full-time appointment 
can be made, filling the vacancy that 
occurred when RosBert L. DANa, 
M.D., obtained a leave of absence to 
enter military service. 


Erwin C. Sacer, M.D., M.P.H.,* who 


has been health officer in Des 
Moines County, Iowa, has resigned 
and has been commissioned Lieuten- 
ant Commander, M.C., U.S.N.R., 
and is at present stationed at the U. S. 
Naval Training Station, Bainbridge, 
Md. 


REGNAR M. SorENSEN, M.D., C.P.H.,* 


Surgeon, U. S. Public Health Serv- 
ice Reserve, formerly of Des Moines, 
Iowa, has been detailed by the 
Service as Director of the Division 
of Venereal Diseases of the Kansas 
State Board of Health. He succeeds 
Rospert H. Rreper, of 
Topeka, Kans., who has been given a 
leave to serve as Captain in the 
Medical Corps of the U. S. Army. 


Greorce C. Stucky, M.D.,+ of Char- 


lotte, Mich., Health Officer of Eaton 
County, was recently placed in 
charge of the Barry County Unit. 
The two units were combined for the 
duration. 


* Fellow A.P.H.A. 
+ Member A.P.H.A. 
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Dr. A. L. Tatum, Professor of Pharma- 
cology at the Medical School of the 
University of Wisconsin, Madison, 
Wis., has been awarded the Charles 
Mickle Fellowship at the University 
of Toronto, for his work in the in- 
troduction of mapharsen for the 
treatment of syphilis and for other 
studies in pharmacology. The Fel- 
lowship is in the nature of an award, 
being the annual income from an 
endowment of $25,000. 


Eastern States 

FRANK A. CALDERONE, M.D., M.P.H.,* 
Secretary of the New York City De- 
partment of Health, has been ap- 
pointed Deputy Health Commis- 
sioner, to succeed Grorce T. PALMER, 
Dr.P.H., resigned. 

Dr. VINCENT DU VIGNEAUD, head of 
the Department of Biochemistry at 
Cornell University Medical College, 
New York, N. Y., recently addressed 
the Central Pennsylvania Section of 
the American Chemical Society on 
“ Trans-Methylation as a Metabolic 
Process.” According to Science, it 
was emphasized that trans-methyla- 
tion is the first new principle intro- 
duced into the science of nutrition 
since the discovery of the vitamins. 

Cart H. has been appointed 
Technical Secretary of the American 
Society of Heating and Ventilating 
Engineers, New York, N. Y. 

Mary Estetre R.N., of 
New York, N. Y., has been appointed 
Industrial Nurse Consultant with the 
Bureau of Industrial Hygiene, West 
Virginia State Department of Health, 
Charleston. 

Etna I. Perxins,¥ of Boston, Mass., 
Treasurer of the Massachusetts Pub- 
lic Health Association, joined the 
Division of Industrial Hygiene of the 
U. S. Public Health Service as As- 
sociate Health Education Specialist, 
as of April 1. 

Daviw D. Rutstetn, M.D.,* has been 


appointed as Medical Deputy Com, 
missioner of Health of the New Yo, 
City Department of Health. He , 
be in charge of the city’s gas tea 
preparations as well as the nutritio, 
and industrial hygiene programs j 
the department. Dr. Rutstein js 
graduate in medicine from Harvard 
has served with the New York Sta 
Department of Health as Medica) 
Consultant in the Bureau of Ppey. 
monia Control and as Chief of the 
Cardiac Bureau, and recently has 
been consultant in the medical 4s. 
pects of chemical warfare, U. S. Pub. 
lic Health Service. 

EpGar J. Starr, SN.C.,+ formerly wit! 
the Rhode Island Department of 
Health, is a Major in the Sanitary 
Corps of the U. S. Army, now at. 
tached to the Ist Service Command 
with offices in the Army’s central 
laboratory for New England which 
is located at the old Harvard Bussey 
Institute, Jamaica Plain, Mass. 

WituiaM J. Tirrany, M.D., of Albany 
N. Y., has resigned as Commissioner 
of Mental Hygiene of the State oi 
New York, effective April |. 


d 


Southern States 

E. M.D., of Allen- 
dale, S. C., has been appointed 
Director of the  Pickens-Oconee 
Health Unit. 

ANTHONY J. Borowsk1, Dr.P.H.,7 has 
resigned his position with the Federal 
Works Agency and has accepted a 
position statistician with the 
Division of Records & Statistics 
Department of Public Health, Rich- 
mond, Va. 

Harry M. Brown, M.D., physician a 
the duPont plant at Belle, W. Va 
has been added to the staff of the 
West Virginia State Health Depart- 
ment as part-time consultant in the 


* Fellow A.P.H.A. 
+ Member A.P.H.A. 
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of Industrial Hygiene, filling 

vacancy created by the resigna- 
tion of J. W. Crosson, M.D. 

. P. Burt, M.D., of Louisburg, 

has been named Health Officer 

Franklin County to succeed 

xp F. YarBoroucH, M.D., of 


Haz . ‘CAMERON, formerly of the 


teaching staff of the West Virginia 
University at Morgantown, has been 
appointed Nutritionist in the Division 
of Maternal and Child Health, West 
Virginia State Department of Health, 
Charleston, filling the vacancy caused 
by the resignation of Mrs. MABEL 
Perry PoLan, who is now State 
Nutritionist with the Texas State 
Department of Health, Austin. 

CuarLes M. Covincton, M.D., of Alto, 
lex., was recently appointed Epi- 
demiologist of the Travis-Bastrop 
County Health Unit, to succeed 
HucH SHANE, M.D., of Austin, who 
entered military service. 

Hucn S. Cumminc, M.D.,* formerly 
Surgeon General of the U. S. Public 
Health Service, Washington, D. C., 
and for many years director of the 
Pan American Sanitary Bureau, has 
received an honorary degree con- 
ferred by the University of Santo 
Domingo recently. 

LetanD H. Evans, D.D.S.,— Passed 
Assistant Dental Surgeon (R), U. S. 
Public Health Service, Bethesda, 
Md., has been assigned to the 
Division of Industrial Hygiene, 
Michigan State Department of 
Health, Lansing, as consultant on 
industrial dentistry. 

O. Funpersurk, M.D., of 
Elkhart, Tex., was recently named 
Health Officer of Anderson County, 
succeeding Frep E. Fetper, M.D., 
of Palestine. Dr. Funderburk for- 
merly served as County Judge. 

Grorce G. Howarp, Passed Assistant 
Surgeon, U. §. Public Health Serv- 
ice Reserve, has been placed in 
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charge of the Parker and Palo Pinto 
County |Texas| Health Unit. 

Everett A. Kino, M.D. of Hardins- 
burg, Ky., Director of the Tricounty 
Health Unit of Breckenridge, Han- 
cock, and Meade Counties, Ky., has 
been named full-time Health Direc- 
tor for Evansville and Vanderburgh 
County, Indiana. 

RALPH CHRISTOPHER Lecco, Surgeon, 
U. S. Public Health Service Reserve, 
has been placed in charge of the In- 
dustrial Hygiene Service of the State 
Department of Health of Ohio. Dr. 
Leggo was recently Industrial Hy- 
giene Physician for the Missouri 
State Board of Health at Jefferson 
City, Mo. 

F. A. Musaccuio, M.D., M.S.P.H.,7 
formerly of Franklin, La., has been 
appointed Director of the St. Joseph 
County Health Department, Centre- 
ville, Mich. 

B. Netson, M.D.,} of Bay 
Minette, Ala., Health Officer of 
Baldwin County, has been placed in 
charge of the health units at both 
Baldwin and Escambia Counties. 

ALBERT M. Price, M.D.,7 of the staff 
of the West Virginia State Depart- 
ment of Health, Charleston, has 
been given leave of absence until 
July 1 to serve as Acting Director 
of the Kanawha County Health De- 
partment with headquarters in 
Charleston. 

CoLoNEL JAMES STEVENS SIMMONS, 
M.C., Director of the Division of 
Preventive Medicine, Office of the 
Surgeon General, U. S. Army, was 
appointed a Brigadier General in the 
Army of the United States by the 
President on April 2, 1943, with rank 
from March 14, 1943. 

Lewis Hit Weep, M.D., Professor of 
Anatomy at the Johns Hopkins Uni- 
versity School of Medicine, Balti- 
more, Md., has been appointed 


* Fellow A.P.H.A 
t Member A.P.H.A 
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Chairman of the Medical and Health 
Advisory Committee of the American 
Red Cross, Washington. 

Otive Wuirttock, R.N.,* Associate 
Public Health Nursing Consultant 
to the Division of Industrial Hygiene, 
National Institute of Health, Be- 
thesda, Md., has resigned following 
her recent marriage but will serve as 
Special Consultant to the U. S. Pub- 
lic Health Service on _ Industrial 
Hygiene Nursing. Miss Whitlock 
was formerly chief nurse in the 
Oregon State Department of Health. 
During the two years she has been 
associated with the Division of In- 
dustrial Hygiene the number of In- 
dustrial Hygiene Nursing Consult- 
ants has increased from 3 to 18. 
Industrial Hygiene reports that 
“special credit is due Miss 
Whitlock for her leadership as chair- 
man of the American Public Health 
Association committee which con- 
ducted the nation-wide survey to A. 
study the duties of nurses in indus- 
try.” This survey will shortly be 
published in the American Journal of 
Public Health. 

Cuartes L. Jr., M.D.,7 of 

New Bern, N. C., Assistant Surgeon, 
U. S. Public Health Service, has been 
appointed Health Officer of Lenoir 
County, to succeed ZEBULON V. 
Mosetey, M.D.,7 of Kinston. 


Wittis E. Smickx, M.D., of Seattle 
Wash., has been named Health 
Officer of Cle Elum. 

GeorceE B. Wricut, M.D.., of Kalispell, 
Mont., has been named Health 
Officer of Flathead County, to sue. 
ceed ALBERT A. Dovce, M.D. of 
Kalispell. 


Paraguay 

Dr. Francisco A. MONTALDO has been 
appointed Director of the recently 
created Department of Nutrition in 
the Ministry of Public Health of the 
Republic of Paraguay. Dr. Montaldo 
specialized in the study of nutrition 
for two years at the Institute of Nu- 
trition at Buenos Aires on a scholar- 
ship provided by the government. 


DEATHS 
JoHN FRANKLIN D. Cook, M.D., State 
Superintendent of Health, Pierre, 
S. D., died January 17. 

GRANT F.Leminc, M.C., MD. 
D.P.H., F.R.C.P.,* of Toronto, for- 
merly Dean of the Medical School 
at McGill University, Montreal, and 
Professor of Public Health and Pre- 
ventive Medicine at McGill, died 
April 9. Dr. Fleming was elected a 
member of the American Public 
Health Association in 1920 and a 
Fellow in 1930. He was A.P.H.A. 
Vice-President in 1939 and an elec- 
tive member of the Governing Coun- 
cil 1937-40 and 1940-43. He wasa 
member of the Committee on Ad- 
ministrative Practice. 1936-44. At 
the time of his death Dr. Fleming 
was President-elect of the Canadian 
Public Health Association and had 
been slated to head the new Preven- 
tive Medicine Unit caring for the 
general health of Canada’s army. 
ARTHUR L. M.D., of Portland, A. Winstow, Px.D.,* of West 

Ore., has been appointed District View Park, Riverside, Conn., for- 

Health Officer with headquarters at — 


also 


Western States 

J. O’GoNNELL, Jr.,f of San 
Francisco, Calif., has organized with 
L. L. Carter, a firm called Technical 
Consultants which has for its par- 
ticular interest consultation on the 
biological, chemical, and_ technical 
problems arising from the use of 
water. 


Walla Walla, to succeed JoHN A. 
Kant, M.D., M.P.H.+ 


* Fellow A.P.H.A. 
t Member A.P.H.A. 


